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CHAPTER I 
INTRODUCTION TO THE PROBLEM 
This study is designed to determine if health and illness are 
affected by the social environments of the human organism while viewino 
medicine as more than a mare physical and biological science. The study 
involves a description of the social characteristics of the sample, arid 
the tests of hypotheses dealing with adinissiors and recidivism. The 
setting is a Veterans Administration Center in a southern state using a 
sample from the direct admissions to the hospital during a one year 
period with a nine month follow-up on the saaple. 
This study is of interest to those within the field of health 
care, to those who must pay for the cost of health care, and to those 
interested in the welfare of others, especially the aged. The benefits 
accrue not only to the population in our study but to the world community 
since all are affected by health and illness. The information gained 
may he put to use by those who deliver the health and welfare services, 
by those who teach within these areas, and by all viho experience illness 
and seek health. 
The study is in three parts. First, is the demographic descrip¬ 
tion of the sample in order to provide background information which may 
serve as a basis for future research. Second, the study will assess 
the relationship between marital status and admission to the hospital 
and between marital status and the proneness to return to the institu- 
tion, controlling for age and disease diagnosis. Third, it will pro¬ 
vide information to the Veterans Administration which will assist them 
in providing quality care at a reduced cost. 
Statement of the Problem 
John !!. Knowies gives a concise statement of the present status 
of the health problems which are now faced by many Americans. 
Me have reached a watershed in American medicine. In 
1970, children died of diptheria and malnutrition in 
the United States, while a man walked on the moon and 
another heart was transplanted. Science and techno¬ 
logy are praised and blamed in the same breath. As 
we search for new knowledge, we are unable to use 
existing knowledge. From 1960 to 1970, expenditures 
on health in the United States more than doubled 
from 2o billion to 62 billion dollars. Yet health 
statistics belie our massive investment, leading 
many to question priorities, allocation of resources, 
and the effectiveness of our system of health ser¬ 
vices. Major public health problems have evolved 
from the nineteenth-century menace of •infectious 
diseases to the degenerative and chronic diseases, 
accidents, drug ingestion and alcoholism, and mental 
illness of the twentieth century. (Knowies, 1972: 
xvi i) 
The rising cost of health care is a problem which is now faced by all 
Americans as noted above. For instance, in fiscal year 1971 at the 
Veterans Administration Center in Dublin, Georgia the hospital per diem 
cost was $41.66. By fiscal year 1975, which ends this month, the esti¬ 
mated hospital per diem cost has risen to 555.26 or an increase of almost 
twenty-eight percent within a four year period (Veterans Administration 
Center, Dublin, Office Memorandum August 22, 197/!)- This example is not 
unusual but appears to be a good indication of the trend which is cur¬ 
rently taking place. According to The American Almanac for 1974 the 
average United States hospital cost per day for 1971 was 592. For the 
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state of Georgia, in which the Veterans Administration Center under study 
is located, the average hospital cost per day for 1071 was $30. It is 
interesting to note that the cost of the \'e or ns Hospital which is run 
by the Federal Government is almost half the figure given by The American 
Almanac for 197A which includes both government and private hospitals. 
However, the figures within the almanac include hospital, surgical, and 
medical care costs, including loss of income, paid to insured persons 
under age 65. The Veterans Administration Figures do not include the 
benefits paid to the ill person which, as noted above, is included in the 
other figure. By looking at Table 1, Table 2, and Table 3 it is again 
obvious that the cost of health care has risen over the last two decades. 
By looking at the 1970 census of population data presented in 
Table 4 we see that the number and proportion of older people in the 
United States population have increased steadily since 1900. Authori¬ 
ties within the field agree with Atchley (1972:10) who notes that "the 
number of older people will probably continue to increase rapidly over 
the next few decades." The qovernment has also noted the need of medi¬ 
cal care for the aging population by their support of the Medicare and 
Medicaid programs. Today it is estimated that twenty million Americans, 
or ten percent of our population, are over sixty-five years old. Townsend 
(1971:ix) states that "the statistical profile of the over-sixty-five 
Americans displays an aggregation of poverty, sickness, loneliness, 
power!essness. They do not fit into society, they are not wanted in 
society: they themselves just want to die or be cared for until they 
do die." Since most families cannot keep their old parents at home 
because of social and economic pressure, it has been said that at least, 
one-third are forced to spend the remaining years of their lives alone 
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Both Sexes 
All ages 
Under 5 years 
5 to 9 years 
10 to 14 years 
15 to 19 years 
20 to 24 years 
25 to 29 years 
30 to 34 years 
35 to 39 years 
40 to 44 years 
45 to 49 years 
50 to 54 years 
55 to 59 years 
60 to 64 years 
65 to 69 years 
70 to 74 years 
75 years and over 
Mot Reported 
Source: U.S. 
vo!. 
Table 4 
UNITED STATES AGE DISTRIBUTION 
1900 TO 1970 
Percent Distribution 
1970 1960 "1950 1940 1930 1920 1910 
100.0 
8.4 
9.8 
10.2 
9.4 
8.1 
6.6 
5.6 
5.5 
5.9 
6.0 
5.5 
4.9 
4.2 
3.4 
2.7 
3.8 
100.0 
11.3 
10.4 
9.4 
7.4 
6.0 
6.1 
6.7 
7.0 
6.5 
6.1 
5.4 
4.7 
4.0 
3.5 
2.6 
3.1 
100.0 
10.7 
8.8 
7.4 
7.1 
7.6 
8.1 
7.6 
7.5 
6.8 
6.0 
5.5 
4.8 
4.0 
3.3 
2.3 
2.6 
100.0 
8.0 
8.1 
8.9 
9.4 
8.8 
8.4 
7.8 
7.2 
6.7 
6.3 
5.5 
4.4- 
3.6 
2.9 
I .9 
2.0 
100.0 
9.3 
10.3 
9.8 
9.4 
8.9 
8.0 
7.4 
7.5 
6.5 
5.7 
4.9 
3.8 
3.1 
2.3 
1 .6 
I .6 
0.1 
100.0 
11.0 
10.8 
10.1 
8.9 
8.8 
8.6 
7.6 
7.4 
6.0 
5.5 
4.5 
3.4 
2.8 
2.0 
1.3 
1 .4 
0.1 
100.0 
11.6 
10.6 
9.9 
9.8 
9.8 
8.9 
7.6 
7.0 
5.7 
4.9 
4.2 
3.0 
2.5 
1 .8 
1 .2 
1 .3 
0.2 
1900 
I 00.0 
12.1 
11.7 
10.6 
9.9 
9.7 
8.6 
7.3 
6.5 
5.6 
4.5 
3.9 
2.9 
2.4 
1 .7 
1 .2 
1.2 
0.3 
Bureau of the Census, UL S_. Census of Population: 1970 
I, part 1 . 
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or with strangers. The Veterans Administration is one agency which pro¬ 
vides services to the aged who qualify under their program. The economic 
cost of care is very high for the individual, state or government, who 
must meet the needs of the aging population. Therefore, we find our 
problem is not only the rising cost of health care, but also the increased 
number of older persons in our population. 
Parsons (1972), King (1972), Kassebaum and Baumann (1972), and 
others view illness as a form of deviance. Parsons notes that the 
sick individual is not "held responsible" for his "incapacity" as long 
as he realizes that the exemption from his normal role performance is 
"undesirable." Parsons also states that the role is partially legiti¬ 
mated when "competent help" is sought to "prevent" threatened illness. 
It is here that "...the designation of illness as illegitimate is of 
the greatest importance to the healthy--in that it reinforces their own 
motivation 'not' to fall ill, thus to avoid falling into a pattern of 
deviant behavior" (Parsons, 1972:108). Here we note the importance of 
illness as a form of deviant behavior. The role is conferred upon an 
individual by their "unhealthy deviation" and it implies a process of 
labeling which Palmer (1974) notes that Leinert believes may lead to a 
type of "self-fulfilling prophecy." 
Emile Durkheim's Suicide (1951) is used as a basis for this pio 
neer research since he studied social cohesion or integration and their 
affect upon suicide. By collecting and analyzing the raw data of sui¬ 
cide statistics in various European countries over a period of years, 
Durkheim was able to place an old form of deviance in an entirely new 
perspective. Specifically, he tried to demonstrate a reTationship 
o J 
between (1) the degree to which individuals are integrated into cohesive 
groups and (2) their proneness to various types of suicide. Gibbs (1960: 
285) notes "that Durkheim's argument may apply to practically all forms 
of deviant behavior." Therefore, to further our knowledge of human beha¬ 
vior we wish to apply Durkheim's argument to see if we can distinguish 
some social characteristics that affect illness. By regarding illness 
as a form of deviance we wish to apply the model given by Durkheim to 
illness. In Chapter II we will discuss the effects of specific social 
characteristics on health and illness. 
Science according to Lachman (1960:13) "refers primarily to those 
systematically organized bodies of accumulated knowledge concerning the 
universe which have been derived exclusively through techniques of 
objective observation. Science is a knowledge generating activity. It. 
is a continuous, creative, and cumulative process." Within this light 
then, science takes ideas and puts them into new areas for testing which 
in turn generates new knowledge. It is the purpose of this paper then 
to further the knowledge of science by testing a we'll-supported hypo¬ 
thesis in the new area of health and illness. 
Statement of Hypotheses 
A brief of the hypotheses follows. 
Hypothesis I 
Admission to a Veterans Administration hospital varies inversely 
with the degree of integration to the social groups of which individuals 
form a part. 
Th" n11! I hypothesis is stated thosly: 
Admissions to a Veterans Administration hospital do not vary 
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inversely with the degree of integration to the social groups of which 
individuals form a part. 
Hypothesis II 
Recidivism varies inversely with the degree of integration to the 
social groups of which individuals form a part. 
The hypothesis stated in the null form is: 
Recidivism does not vary inversely with the degree of integration 
to the social groups of which individuals form a part. 
Definition of Terms 
The following terms are used with the specified meanings: 
Social Cohesion. The integration of group behavior as a result 
of social bonds, attractions, or "forces" that hold members of a group 
in interaction over a period of time. Operationally this will be based 
upon one's marital status. 
Marital Status. Marital status is divided into the following 
categories: Never Married, Married, Separated, Widowed, and Divorced. 
Recidivism. Recidivism is defined within the study to mean mul¬ 
tiple admissions. 
An Overview of the Study 
Chapter II presents the theoretical framework of the research as 
well as a review of the findings of studies pertinent to the subject and 
the formulation of the hypotheses. 
In Chapter III the description of the agency, the study setting, 
and the collection and organization of the data are contained. 
11 
Chapter IV reports the results of the analysis of the data. 
The description of the social characteristics of the sample along with 
the statistical test of the hypotheses are also included. 
Chapter V presents a summary of the study and its findings. Con¬ 
clusions and recommendations for future studies are also made here. 
CHAPTER II 
REV IE'J OF RELATED LITERATURE 
A theoretical background is needed to for.1, the basis for an 
exploration of the relationship between marital status and admissions 
and recidivism in a VA hospital. This chapter contains the theoretical 
perspective and the pertinent research findings which serve as the foun¬ 
dation for the present research. A discussion of the Sociology of Medi¬ 
cine containing (1) a definition of health and illness, (2) the socio¬ 
logical view of illness as a form of deviant behavior, ;b) the sociologi¬ 
cal view of illness as an interdisciplinary systems approach, and (4) 
a look at previous research on social characteristics that affect illness 
is presented first. This is followed by a summary of Durkheim's famous 
analysis of suicide. In the conclusion of this chapter we briefly sum¬ 
marize the literature and show how the hypotheses for the present study 
were formulated. 
Health and Illness Defined 
"Health may be defined as the state of optimum 'capacity' of an 
individual for the effective performance of the roles and tasks for which 
he has been socialized. It is thus defined with reference to the indi¬ 
vidual's participation in the social system. It is also defined as 'rela¬ 
tive' to liis 'status' in the society..." (Parsons, 1572:107). "Health 
is a complex term and difficult to define. It refers tint merely to the 
12 
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absence of disease or disability, but also to more positive tilings, such 
as mental, physical, and social well-being" (Atchley, 1972:113). Atchley 
looks upon health as a continuum. He places ccmplete social, physical 
and mental well-being at one end and death at the other end. 
"Illness, then, is also a socially institutionalized role-type. 
It is most generaily characterized by some imputed generalized distur¬ 
bance of the capacity of the individual for normally expected task or 
role-performance" (Parsons, 1972:107). "A 'condition' is defined as a 
departure from physical or mental well-being" (Atchley, 1972:113-14). 
What Atchley refers to as 'condition' could be taken synonymous with ill¬ 
ness even though Parsons carries illness to the point of role-performance. 
Atchley distinguishes between three categories of conditions as noted 
below: 
'Chronic' conditions are long-term conditions that 
either are permanent, or leave residual disability, 
or require special training for rehabilitation, or 
may be expected to require a long period of super¬ 
vision, observation, or care... 'Acute' conditions 
are expected to be 'temporary' and may be as mild 
as a bruised foot or as serious as pnoumonia. 
'Injuries' constitute the third and final category 
of conditions. (Atchley, 1972:114) 
The duration of illness appears to increase with age. "People sixty- 
five and over report twice as much time restricted due to illness as do 
people aged forty-five to sixty-four, and although older people experi¬ 
ence actue conditions less often, they take longer to recover from them" 
(Atchley, 1972:115). "In 1900 the list of leading causes of death among 
older people was exactly the same as it is today. The main difference 
now is that more people live to reach the ages where these diseases 
become prevalent" (Atchley, 1972:129). "Illness is a universal pheno- 
menon. Occurring in ail societies, it forces the temporary disruption, 
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to varying degrees, of regular patterns of social interaction and respon¬ 
sibilities" (King, 1972:138-39). King notes that fulfillment of normal 
tasks by the sick person is often impossible. Job, home, and community, 
the major locations of social roles, are all affected in one way or 
another by illness. Therefore, "as a social and psychological event ill¬ 
ness is rarely uneventful, usually stressful, and occasionally devastat¬ 
ing" (King, 1972:139). 
The Sociological View of Illness as Deviant j^ch_a_yjor 
Illness has been looked upon by many as a form of deviant behavior. 
It is now to this area that our attention is turned. Before the actual 
literature review, some initial clarification is needed in regard to 
the term "deviant behavior" to set the stage for the remainder of the 
present undertaking. As has been stated by Cinard (1968:26-26): 
There are several ways of looking at and defining 
deviant behavior. One is a statjjsjm_caj_ defini tion , 
namely, that deviant behavior constitutes variations 
from the average... Others have tried to define 
deviant behavior as a pathologicol phencnenon some¬ 
thing on the order of a universal disease or on 
unhealthy deviation from some assumed universal norm 
of behavior... others have defined deviation exclu¬ 
sively in terms of the effects of 1abeling (empha¬ 
sis h i s). 
Kendall and Reeder (1972:8) discuss Freidscn's three basic assumptions 
of deviance by first noting that deviance 
is an imputed condition, and the imputation may or 
may not rest on physical reality. Not all handi¬ 
capped people are called handicapped or act like 
handicapped people. 
Second, insofar as deviance constitutes a role, it 
implies a process of labeling and therefore the 
likely existence of a set of epithets connected 
with it... 
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Third, insofar as deviance is secondary, it is likely 
to be generally recognized as a 'social problem,' and 
thus, in complex societies such as ours, there will 
be connected with it a set of offices or organizations 
devoted to identifying and dealing '-'ith it--agcnts of 
social control... 
Orcutt notes Erikson who states: "Deviance is not a property inherent 
in certain forms of behavior; it is a property conferred upon these forms 
by the audiences which directly or indirectly witness them. In contrast 
to earlier structural or normative theories of deviant behavior, relati- 
vistic theories do not treat deviance as an objectively given quality of 
certain acts or actors. Rather, deviance is viewed as analytically iden¬ 
tifiable only in relation to interpretational and interactional processes 
through which acts and actors are socially defined as deviant" (Orcutt, 
197'1:1, emphasis in original). According to Orcutt (1974:3) "one of the 
earliest and clearest statements of the rclativistic orientation is 
Kitsuse's analysis of societal reactions to deviance." "Deviance, for 
Kitsuse, must be defined and analyzed from the point of view of those 
who interpret and react to behavior as deviant. Accordingly, he concep¬ 
tualizes 'deviance' as a three-stage process 'by which the members of a 
group, community, or society (1) interpret behavior as deviant, (2) 
define persons who so behave as a certain kind of deviant, and (3) accord 
them the treatment considered appropriate to such deviants'" (Orcutt, 
1974:3). 
Within the labeling perspective the main point, that theorists 
make is that the study of deviance should be viewed from a "non-patholo¬ 
gical" framework giving attention to the "social process" which ends in 
one being labeled "deviant." To aid in organization and [.oesent the 
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concerns of labeling theory Palmer (1374:3) gives a compilation of 
statements of the focal concerns of labeling theory which I present 
below: 
Becker states: 
...deviance is not a simple quality, present in some 
kinds of behavior and absent in others. Rather it is 
the product of a process which involves responses of 
other people to the behavior. 
Erikson similarly declares: 
Deviance is not a property inherent in any particular 
kind of behaviorj it is a property conferred upon 
that behavior by the people who come into direct or 
indirect contact with it. The only way an observer 
can tell whether or not a given style of behavior 
is deviant, then, is to learn something about the 
standards of the audience which responds to it 
(emphasis his). 
Simmons also claims: 
Deviants do not exist in nature, but are man-made 
categories. This means that deviance is not an 
inherent attribute of any behavior but is a social 
process of labelling. Society is the creative 
force behind the deviant. 
Palmer (1974:4) notes that "Edwin Lemert has extended the idea of label¬ 
ing and shews how in some instances labeling may lead to a type of 'self- 
fulfilling prophecy' whereby the deviant label becomes internalized by 
the person labeled..." This appears to also hold true when we look 
within the sociology in medicine. "Most people, perhaps, if they actu¬ 
ally have the disease signs and are told by an authority, the physician, 
that they are ill, will obligingly come up with appropriate symptoms" 
(Scheff, 1972:318). 
Here is a woman, aged 40 years, who is admitted with 
symptoms of congestive cardiac failure, valvular- 
disease, mitral stenosis, arH -m- "-i'"-illation. 
She tells us thai .k , - r any¬ 
thing wrong with her heart and thai sne had had no 
symptoms up to 5 years ago when her chest was x-rayed 
in the course of a mass radiouraphy examination for 
tuberculosis. She was not suspected and this was 
only done in the course of routine at the factory. 
Her lungs were pronounced clear but she was told 
that she had an enlarged heart and was advised to go 
to a hospital for investigation and treatment. From 
that time she began co suffer from symptoms--breath- 
lessness on exertion--and has been in the hospital 
4 or 5 times since. Now she is nere with conges¬ 
tive heart failure. She cannot understand why, from 
the time that her enlarged heart was discovered, she 
began to get symptoms. "(Scheff, 1972:318) 
Peter Blau (1970:127) notes when he speaks of exchange theory 
that "much of human suffering as well as much of human happiness has 
its source in the actions of other human beings." This is an interest¬ 
ing point when we look at deviant behavior and especially labeling theoy 
Buckley (1967:107) notes: 
When pigeons, and presumably men, engage in behavior 
that is rewarded or 'reinforced,' they become con¬ 
ditioned to engage in that behavior al other appro¬ 
priate times. Behavior is then vieweu s a function 
of its payoff in terms of the rewards and punishments 
it fetches. Social behavior becomes an exchange of 
activity between two or more individuals that is 
more or less rewarding or costly. In 'interaction,' 
each enw'ts 'activities' that entail the greatest 
'profits,' 'rewards,' or units of 'value,' less 
costs or punishments--nieasured against some stan¬ 
dard of distributive 'justice.' The rewards are 
not always or primarily material, but may involve 
'psychic profits,' activities called 'sentiments' 
of which social approval is especially important. 
Could the individual then want to return to a deviant role in order to 
receive the payoff of the 'psychic profits?' 
Socialization is defined by El kin (!nS6) as the process by which 
someone learns the ways of a given society ;r social group so that he 
can function within it. It is important to note the importance of the 
role of adult socialization as we look at illness. Parsons's conception 
of the sick role includes some coujnt.ius    .lo the process of 
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socialization and deviant behavior. Parsons has consistently character¬ 
ized the sick role as a form of deviance. Parsons (1978:107) gives four 
features of the "role" of the sick person as follows: 
(1) This "incapacity is interpreted as beyond his 
powers to overcone by the process of decision-making 
alone; in tin's sense he cannot be 'held responsible' 
for the incapacity. Some kind of 'therapeutic' pro¬ 
cess, spontaneous or aided, is conceived to be 
necessary to recovery. (2) Incapacity defined as 
illness is interpreted as a legitimate basis for the 
exemption of the sick individual, to varying degrees, 
in varying ways and for varying periods according 
to the nature of the illness, from his normal role 
and task obligations. (3) To be ill is thus to be 
in a partially and conditionalN 1egltreated state. 
The essential condition of its 1 eg1'tifnation, how¬ 
ever, is the recognition by the side person that to 
be ill is inherently undesirable, that he therefore 
has an obligation to try to 'get well' and to coop¬ 
erate with others to this end. (^) So far as spon¬ 
taneous forces, the yjs inedicafcrix naturae, cannot 
be expected to operate acfequatelv and quickly, the 
sick person and those with responsibility for his 
welfare, above all, members of his family, have 
an obligation to seek competent he1p and to coop¬ 
erate with competent agencies in their attempts 
to help him get well; in our society, of course, 
principally medical agencies. The valuation of 
health, of course, also implies that it is an 
obligation to try to prevent threatened illness 
where this is possible. 
"...the designation of illness as illegitimate is of the greatest impor¬ 
tance to the healthy, in that it reinforces their own motivation 'not' 
to fall ill, thus to avoid falling into a pattern of deviant behavior" 
(Parsons, 1972:108). 
Parsons conception of the "sick role" is probably the most widely 
known; however, other works have been done. King (1972:139) notes "con¬ 
sidering the ubiquitous nature of illness and its potentially disruptive 
effects, all societies need to have certain general expectations that 
define the obligations of the :d .. . : ipieract with 
him," King notes that as Mechanic has pointed out, the concept of the 
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sick role is like an ideal type, a framework for viewing behavior. 
The individual acts, of the sick' person or others 
only approximate the ideal type. Thus., there will 
be variations according to the individual, the 
conditions, and the social content. However, as 
a way of gaining perspective on the sccial pro¬ 
perties of illness and of accounting for the uni¬ 
formities in the behavior of ill persons in a 
given society, the concept of a sick role is use¬ 
ful . (King, 1972:139) 
Kassebaum and Baumann (1972:143) state an important point in their ana¬ 
lysis of the sick role: 
As stated earlier, the study proceeded on the pre¬ 
mise that the sick role, as described by Parsons, 
although a useful conceptual model for organizing 
normative expectations, may vary among different 
types of patients, that is, among persons occupy¬ 
ing different positions in the social structure. 
Second, sick role expectations may vary among 
patients with different types of illnesses. Chro¬ 
nic illness, then, may be regarded as one sub-type 
of sick role, having special characteristics. 
Because of these characteristics, patients with 
chronic illness are likely to perceive the structure 
of the sic!: role along dimensions which differ from 
those perceived by patients with acute, temporary 
i11ness . 
According to Reeder (1972) Zola has called our attention to the observa¬ 
tion that illness may be so prevalent as to be the statistical 'norm.' 
However, most articles, like Aubert and Messinger (1972), do appear to 
approach the sick role as deviant behavior in the same form as Parsons. 
The Sociological View of Medicine--An Interdisc.ipi inary Systems Approach 
Sociology has dealt with many aspects of one's life in its 
attempt to help understand human behavior. It would not be unusual, 
then, to expect sociology to be interested in the field of health and 
medicine. There have been many studies within the area and it would 
entail a work within itself to I few m^jor i.y.r'T 
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are given (Freeman et al ., 1972; Gordon, 1968; Jaco, 1972; Mechanic, 
1968; Straus, 1957). Within the sociology of medicine there have been 
several areas of concern. Sociologist have looked at the causes of 
illness, role analysis of behavior, and formal and informal organization 
of health care. Robert Straus (1957) has proposed a distinction between 
sociology in medicine and sociology of medicine. Sociology in medicine 
is dealing with (1) ecology and etiology of disease, and (2) variations 
within attitudes and behavior regarding health and illness. Sociology 
of medicine concerns the different areas of (1) recruitment and training 
of physicians and their relation to others in the role-set, (2) the medi¬ 
cal organizations such as hospitals, and (3) community health, both 
areas are of importance to the sociologist since one is dealing with the 
demographic and social-psycho!ogical factors and the second one is on 
the organizational level. 
Within the past and to an extent now within the present era 
medicine has been looked upon only as a physical and biological science. 
However, there are some who now "believe that medicine is a social 
science as well as a physical and biological science and that it needs 
the social sciences and the effects of their study as never before in 
the history of man" (Knowles, 1972:xiii). This can best be noticed by 
a recent report made by the Special Commission on the Social Sciences 
of the National Science Board. 
We are coming, therefore, to the realization that for 
many of mankinds's most imoortsnt diseases in modern 
industrialized society there is not a single cause. 
For this concept to be fully exploited, research 
must be stimulated which will focus upon the inter¬ 
play between social, psychological, and physical 
environment, and internal hioln^irn] fwf/ mechanisms. 
For many important a • clini- 
?1 
cal and experimental laboratory approaches to the 
study of causation can be overcome by epidemilo¬ 
gical studies--the occurrence of the disease in 
populations—which give visibility to the multipli¬ 
city of causative agents by paying adepuate atten¬ 
tion to social factors. (National Science Founda¬ 
tion, 1969:40) 
"Science all but lost sight of the individual patient living in his social 
environment" (Leave'!!, 1972:xiii). However, there appears to be a revi¬ 
val of interest in the patient and the role of the social scientist is 
to help study the aspects of health problems. This appears to be in 
line with Bertalanffy (1968:12) when he said that "many problems parti¬ 
cularly in biology and the behavioral and social sciences, essentially 
are multivariable problems for which new conceptual tools are needed." 
There appears then upon the horizon an interdisciplinary systems approach. 
King (1972:129) is of this opinion when he notes that "illness, however, 
is not solely a biological and physical phenomenon, it is also an event 
that occurs in a social context and reflects the intimate association of 
the person with other people." "Both the interna1 and social environ¬ 
ments are sources of important events that affect the health of the human 
organism" (King, 1972:129). Atchley (1972) suggests that frequently con¬ 
tact with the patient as a person is totally ignored. Within that light 
then the greater attention to the patient and his family in their natural 
setting rather than to the disease itself is a welcome change in orienta¬ 
tion of diagnosing the patient. The importance of the environment in 
all its aspects, of genetic factors, and of the mental and emotional 
aspects of illness are once again being recognized. 
It appears then that the social sciences have been underemphasized 
in the field of medical education with c -;n rwypr cf \ pp bioloni- 
cal and physical sciences. The social environment surrounding the sick 
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person and its effects on the causation and/or course of disease is 
virtually unknown. This feeling as noted above appears to be true 
today, especially in the university hospitals. "Related to che increas¬ 
ing bureaucratization of hospitals and its attendant problems is the 
feeling on the part of some patients that hospital care, especially in 
the university hospitals, has become impersonal and something to be 
avoided if at all possible" (Kendall and Reader, 1972:22). Knowles 
(1972:xix) notes that the same trend when he says: 
The (medical) student is relentlessly forced to focus 
on the individual doctor-patient relation and the 
science of disease as objects, and his own subjective 
self-understanding and his understanding of the world 
around him flags. At the end of four years tie is a 
highly individualistic person cloaked with the charis¬ 
matic robes of the profession, trained to take 
immediate action with the individual patient and to 
expect immediate rewards, with his knowledge firmly 
grounded in science. 
"In much of medical education and practice, the concept of speci¬ 
fic cause is still dominant" (King, 1972:130). The modern physician 
as noted by King cannot explain the present health problems by a speci¬ 
fic or single cause, and the concept of multiple causation has become an 
important part of the theoretical framework of diagnosis. "When the 
impact of the social environment on the etiology of illness is considered, 
the assignment of a direct cause is often difficult, if not impossible. 
Causal pathways must often by inferred rather than demonstrated; in con¬ 
sequence, psychological and social factors are still discussed in conjec¬ 
tural terms rather than with certainty" (King, 1972:130). With this in 
mind King (1972) goes on to show three ways in which social-psychological 
variables may be associated with the onset of disease. 
Of first importance ^re - .... A 
second class of evencs comprise.-, situations in which 
psychological and social variables may aggravate or 
facilitate the action of biological or physical 
disease agents... The third category covers the 
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results of style of life-where livlnn arrangements, 
customs, and other social circumstances may result 
in the individual's beina in a situation where he 
is rendered vulnerable to disease. (King, 1972: 
130) 
According to King, in studying the first of these categories, the pri¬ 
mary interest of the research scientist is individual psychological 
factors, but he hopes also to make generalizations that can apply to 
groups of individuals. This, he notes, would be more like the clinical 
method of research. In the study of the second category, his interest 
lies in both individual and group factors, and he must work with ade¬ 
quate numbers of research subjects in various social designations. The 
research approach most typically used is the cross-sectional survey. 
In the study of the third category, he is concerned mainly with the 
group factors, but hopes to search out their implications for the indi¬ 
vidual. This research approach, like the second, utilizes a large num¬ 
ber of subjects, but also follows them up over a period of time. There 
are plenty of theoretical positions in psychosomatic disease as noted 
in King's article. However, we will not look at that here since we are 
more interested in the social factors, accepting the fact that it is 
often hard to separate the psychological and social factors. 
King (1972) notes that basic to an understanding of the secondary 
effects of psychological or social data in precipitating illness is the 
distinction between necessary and sufficient cause. "Some factor, which 
can be labeled the 'necessary cause,' must be present for disease or ill¬ 
ness to occur, but its presence alone is not sufficient to produce 
disease" (King, 1972:136). "Other factors, one or more, must coincide 
with the necessary cause and provide the sufficient conditions for the 
disease. These other factors are called 'sufficient causes'" (King, 
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1972:136). King (1972:135-37) then gives several examples of his "neces¬ 
sary" and "sufficient" causes one of which is given below: 
In certain situations the necessary cause may be a 
bacterium or virus without which the disease could 
not develop. Hov.ever, the body's resistance may 
be such that, until some alteration occurs in homeo- 
stasis, the bacterium or virus will not be able to 
multiply and produce the clinical manifestations of 
illness. Sufficient causes, often psychological or 
social as well as physical, can provide the impetus 
for that alteration in homeostasis. Dubos cites 
herpes simplex, more commonly known as fever blis¬ 
ters or cold sores, as an example. The herpetic 
blisters are due to the effects of a virus, usually 
acquired early in life and thereafter constantly 
present in the body of the infected individual. 
Disease is produced, however, only v.-hen certain con¬ 
ditions upset the chemical balance of the body-- 
overexposure to ultraviolet light in the form of 
sunshine, menstruation, emotional stress, or infec¬ 
tion with the common cold. The herpes virus would 
be, in this situation, the necessary cause (since 
the blisters would not occur without its presence), 
while the other factors-~physical, biological, or 
emotional--provide the sufficient conditions under 
which the disease will occur. 
As King (1972:137) notes "the interaction between psychological and 
social variables, as sufficient causes, and biological or physical 
variables, as necessary causes, is receiving a steadily increasing 
amount of research attention." "Individual and social reactions to 
illness do not exist apart from each other... and a full understanding 
of the implications of illness must consider both the idiosyncrasies of 
the individual and the milieu in which he lives" (King, 1972:145). 
Research on Social Characteristics That Affect JMJnes_s 
Research studies have specified several social factors which affect 
illness. Age is one such factor. "On the average, older people are 
comparatively less often afflicted than the youn" with conditions classi¬ 
fied as 'acute'... they are more often afflicted with 'chronic' condi- 
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tions..." (Atchley, 1972:114-15). King (1972:137) points to another 
factor when he says that "some of tiie degenerative diseases of the older 
years may also be facilitated by the emotional upheavals of retirement 
or rapidly changing social conditions." "The culture in which an indivi¬ 
dual lives includes customs and traditions, values, patterns of inter¬ 
action between classes of people, methods 0'r trade and subsistence, and 
techniques for- bringing botli positive and negative sanctions on the mem¬ 
bers of the culture" (King, 1972:137-33). King then points to a number 
of cultural factors in illness and especially notes social change. "Social 
change, and the consequent disruption of established cultural patterns, 
may bring about many conditions that are conducive to illness. He also 
notes "that shifts in behavioral patterns among family members may take 
away the sources of advice for prevention or treatment of illness, or 
may place intolerable strain on the physical and emotional capacities 
of parents and children" (King, 1972:138). This appears to be similar to 
a statement made by Parsons and Fox (1952) whose interpretation is from 
a functional view. They argue that the great increase of hospital 
facilities in our society is attributable not only to technological 
advances but also to the vulnerabilities of the small famil/ in sickness. 
King (1972:138) is correct then in that "the drastic social changes occur¬ 
ring in many parts of the world today are having a sigiv. 'icant effect on 
health and i11ness...." 
Another factor affecting illness is marital status. Atchley (1972: 
131) notes that "married people have lower death and morbidity rates 
than do single people, and the differential is greater among the old than 
among the young. Older single people tend oftener to be malnourished an^ 
lo bo without the necessary emotional suppor(.--both important elements in 
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recovery from disease." King (1972:143) notes the prescription of 
tender, loving care as a need of many patients "....most patients are 
grateful for attentions from friends and family, for personal considera¬ 
tion by nurses or doctors, for actions small or large that symbolically 
indicate affection. Many of these patients mould not feel so strong a 
need for affection-indicating actions were they well and leading a nor¬ 
mal life." Helen Hershfield Avnet (1967) noted some variations asso¬ 
ciated with marital status in a research report on medical data retrieved 
from insurance records. "The influence of marital status on hospital 
utilization, while diluted somewhat by the age composition of each mari¬ 
tal subgroup, emerged in the data on length of stay per admission" 
(Avnet, 1967:389). Avnet (1367:389) notes that "all spouseless cate¬ 
gories showed substantially longer stays for medical admissions." "It 
may also be of significance that widowed-divorced-or separated males 
incurred more multiple admissions than married males--a ratio of five 
admissions to every four patients, as against six admissions to five 
married male patients" (Avnet, 1967:392). Within Avnet (1967) find¬ 
ings it is interesting to note that married males averaged 9.8 number of 
days per admission; single males averaged 9.9 number of days per admis¬ 
sion, while widowed, divorced or separated males averaged 13.1 days per 
admission. Avnet (1967:392) notes: 
In the absence of age-adjusted data and separate 
indices for the widowed, divorced, and separated, 
it would be unfair to ascribe the hospital experi¬ 
ence of the combined group to their marital status. 
Undoubtedly age is a stronger factor among the 
widowed than among the divorced or separated. On 
the other hand, the longer stays of this group end 
of the younger, single group tend to separate the 
spouseless from the married, bolstering the hypo-, 
thesis that practical considerations (i.e., unavail¬ 
ability of care at home) rather than medical need 
may frequently have postponed the date of discharge. 
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Durkheim's "Suicide" 
In 1897 Emile Durkheirn published a now famous monograph on suicide. 
This work has a special historical significance because it showed thai 
sociology could make a unique contribution to understanding a social prob¬ 
lem even as it pursued its primary objective of explaining patterns of 
human behavior. By collecting and analyzing the raw data of suicide 
statistics in various European countries over a period of years, Durkheirn 
was able to place an old form of human deviance as an individual act 
caused by either mental illness cr inherited suicidal tendencies, or even 
the effect of climate on reasoning. "Durkheirn did not think that per¬ 
sonal motives of the individual who committed suicide were an adequate 
explanation of his act. He sought his causes from the characteristics 
of social groups which seemed related to variations of the suicide rate 
among these groups" (Vine, 1969:137). Or in the words of Gibbs (1966: 
316) "running throughout Durkheim's observations is the suggestion that 
the suicide rate varies inversely with the stability and durability of 
social relations." Specifically, Durkheirn tried to demonstrate a rela¬ 
tionship between: (1) the degree to which individuals are integrated 
into cohesive groups and (2) their proneness to various types of suicide. 
To test his hypothesis Durkheirn used statistics which were available as 
measures of the social causes of suicide. In his study Durkheirn assessed 
the relationship between a number of social variables and suicide rates. 
According to Vine (1969:137-38) Durkheim's statistical data showed the 
following results: 
(1) Suicide rates are approximately constant from 
year to year. (2) Suicide rates are higher in summer 
than in winter. (3) More suicidpe; a^e found among 
men than among women. . • ... older 
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people than among younger. (5) More suicides occur 
among city dwellers than among rural groups. (6) 
More soldiers commit suicide than civilians. (7) 
More Protestants commit suicide than Catholics. 
(8) There is more suicide among single, divorced, 
or widcv.ed persons than among the married. (9) 
Among married, there are more suicides among 
childless persons than among parents. On the sur¬ 
face, seme of these facts appear as cosmic, psycho¬ 
logical. and geographical as well as social. On 
closer examination, however, Durkheim showed that 
the underlying causes were, in reality, social. 
Durkheim found, for example, that the suicide rate for unmarried indivi¬ 
duals was higher than that for married ones, and he explained these 
statistics in terms of his belief that the unmarried are likely to have 
a lower level of social integration and group involvement. Since the 
emotional attachment of single persons to a meaningful family group is 
less than that of married persons, Durkheim said, they experience fewer 
barriers to suicide in times of personal stress. Durkheim (1951:209) 
tried to explain his findings by offering the following explanation: 
The cause can only be found in a single quality 
possessed by all these social groups, though per¬ 
haps to varying degrees. The only quality satis¬ 
fying this condition is that they are all strongly 
integrated social groups. So we reach the general 
conclusion: suicide varies inversely with the 
degree of integration of the social groups of which 
the individual forms a part. 
Other sociologist have worked with studies dealing with social 
cohesion or integration. Jack P. Gibbs and Halter T. Martin have deve¬ 
loped a theory which links the suicide rate to a particular pattern or 
status occupancy. 
The major theorem is: the suicide rate varies 
inversely wir.n the degree of status integration in 
Fh"e"~p'opnl ati on . This theorem applies both to 
societies and 'different segments of any one 
society. Those socfot-^ rl ^ pinh 
degree of status ir .  ■ j -o 
have low suicide rates. Within a society those 
on 
status configurations (i.e., clusters of statuses, 
such as a particular ago, sex, race, marital status, 
etc.) which are infrequently occupied would be expected 
to have a high suicide rate. Consider, as an illus¬ 
tration. data on marital status by aoe in the United 
States. In 1950, of the males 60-64 years of age, 
79.3 percent were married, 9.6 percent widowed, 8.6 
percent single, and 2.5 percent divorced. The corre¬ 
sponding average annual suicide rates during 1949- 
1951 for the four marital statuses in this age croup 
are: for the married, 36.2; for the widowed, 64.7; 
for the single, 76.4; and for the divorced, I'll . 1 . 
Consistent with the major theorem, there is a per¬ 
fect inverse relation between the proportion in a 
marital status and the suicide rate of the status. 
The prediction of such a relation (and all other pre¬ 
dictions generated by the theory) rests on the 
assumption that the relative frequency with which 
a cluster of statuses is actually occupied reflects 
the extent of role conflict among the statuses, 
with infrequently occupied clusters assumed to be 
characterized by role conflict and, consequently, 
weak social relations. (Gibbs, 1966:317) 
Summary of Literature and Formulation of hypotheses 
Durkheim's research is an important milestone in sociology. 
According to Gibbs (1966:285) Durkheim's research made trim the first to 
show "that the suicide rate reflects something basic in the social 
characteristics of a population." "Note, however, that Durkheim's argu¬ 
ment may apply to practically all forms of deviant behavior" (Gibbs, 1965 
285). And within the sociological view of illness we find support by 
Parsons (1972), and Kassebaum and Baumann (1972) that illness is a form 
of deviant behavior. 
Knowles (1972), National Science Foundation (1969), Bertalanffy 
(1968), King (1972), and Kendall and Reader (1972) all called for an 
interdisciplinary view of illness. Their view is that the study of ill¬ 
ness is more than just a physical and biological science; that it is 
also a social science. They h \ ;l:! ' ; 1 enviror.ment tw! 
social characteristics of a person have an affect upon health and ill- 
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ness. Their view seemed to be that there is no single cause for illness 
but rather multiple causes. Research findings indicate that social 
characteristics affect illness. Atchley (1972) found lower morbidity 
rates among the married individuals. Within the same light Avnet (1957) 
found that marital status has an affect upon the length of stay within a 
hospital. Widowed, divorced, and separated males had longer stays with 
more multiple admissions (or as we defined it recidivism) than did mar¬ 
ried males. 
Medical Sociology has the task of assessing the affects of other 
social characteristics upon illness. One would expect that group cohesion 
or social solidarity has an affect upon illness as it apparently has on 
suicide. Blumer (1970:25) has said "the testing of the hypothesis is 
distinctly inadequate if it is limited to the particular empirical situ¬ 
ation that is circumscribed by the hypothesis: it is necessary to see 
whether it holds up in a series of other relevant empirical situations, 
varied as much as possible in their settings." Therefore, a research 
project similar to Durkheim's with the hypotheses that admissions and 
recidivism vary inversely with the degree cf integration of the social 
groups to which the individual belongs could be used by those in the area 
of health care. Specifically, we will try to demonstrate a relationship 
between: (1) the degree to which the individuals are integrated into 
cohesive groups, and (2) the proneness to enter and to return to an 
institution for care. The degree of integration would be based upon the 
marital status of the subjects, and as noted within this paper, control¬ 
ling for the subjects age it would be interesting to note if there might 
even be a greater relationship between the variables. Also noting what 
,\Lcni<_y (1972) says, it would be necessary to control "iur the type cf 
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disease or illness in order to present the data in its true form. There¬ 
fore, we arrive at the following hypotheses to test. 
Hypothesis I 
Admissions to a Veterans Administration hospital varies inversely 
with the degree of integration to the social groups of which individuals 
form a part. 
Null Hypothesis 
Admissions to a Veterans Administration hospital do not vary 
inversely with the degree of integration to the -ocial groups of which 
individuals form a part. 
Hypothesis II 
Recidivism varies inversely with the degree of integration to the 
social groups of which individuals form a part. 
Null Hypothesis 
Recidivism does not vary inversely with the degree of integration 
to the social groups of which individuals form a part. 
CHAPTER III 
METHODS AND PROCEDURES 
This chapter contains a. description of the methods end procedures 
which were employed to gather the data to test the hypotOGoes. A descrip¬ 
tion of the Veterans Administration in general and the particular site 
of this study are discussed within the first section of this chapter. 
The selection of the sample as well as the collection of the data and the 
statistical procedures employed to test the hypotheses follow in the 
remainder of the chapter. 
Description of the Agency and Setting 
"The United States lias the most comprehensive system of assistance 
and care for veterans of any nation in the world" (Veterans Administration. 
1970:1). The Veterans Administration is responsible for the various vete¬ 
rans' programs passed by Congress over the years. The programs include 
health care, compensation and pension, educational benefits, housing 
assistance, life insurance, veterans assistance and the national ceme- 
tary system. 
As of June 30, 1974, the living veteran population consisted of 
29,265,000 individuals of which the average age was 45.5 years. Within 
the state of Georgia there is an estimated 593,000 veterans. "The larg¬ 
est group of living veterans continues to be the World War II veterans 
and their average age of 54.4 years heavily weights the average age of 
the total veteran population" (U.S. Veterans Administration, 1974:3). 
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The 50-54 years of age group contains rare veterans 
than any other five-year age grnup with 4,899,000 
veterans. Coupled with the 45--49 year eld veterans, 
the composite 45-54 year old group accounts for 
almost one-third of all veterans. Ve'erans under 
30 years of age number almost 5 million (4,807,000), 
while 2.1 million veterans are 65 years of age or 
older, including 80,000 veteran? who are 85 years 
of aqe or older. (U.S. Veterans Administration, 
1974:3) 
A breakdown of the estimated age of veterans can be found within Table 5 
of this paper for further analysis. 
The comparative highlights of health care provided by the Veterans 
Administration medical care system can be found within Table 6. Within 
this table it is interesting to note that the operating cost for fiscal 
year 1974 increased 11.2 percent over fiscal year 1973 and the number of 
patients treated increased 5.4 percent over the same period. Therefore, 
we note that the Veterans Administration is faced with an increase in 
both cost of services and in the number of patients. "During FY 1974, 
almost 1,800,000 applications for care were received by VA hospitals 
and c 1 inics--l90,000 more than in FY 1973. Of the applications processed, 
17.2 percent were made by Vietnam era veterans and 12.3 percent were made 
by veterans 65 years of age or older" (U.S. Veterans Administration, 
1974:12). The age distribution of the fiscal year 1974 hospital dis¬ 
charges is reported in Table 7. 
"The general increase of chronic diseases associated with an 
aging population is evidenced by the continued steady increase from 
1970 to 1974 in the number of discharges from VA hospitals with mental 
disorders, circulatory, and digestive diseases, neoplasms, and respira¬ 
tory conditions. These five diagnostic categories comprised almost 64 
percent of the principal diaciv."■ ; d fro..: y. . 
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Table 5 
VETERAN POPULATION 
ESTIMATED AGE—JUNE 30, 1974 
(In thousands) 
To La I 
Veterans 
ALL AGES 29,265* 
Under 20 yrs . 43 
20-24 rs. 1,139 
25-29 yrs. 3,620 
30-34 rs. 2,703 
35-39 yrs. 2,356 
40-44 rs. 3,361 
45-49 yrs. 4,204 
50-54 rs. 4,899 
55-59 yrs. 3,267 
60-64 yrs. 1,543 
65-69 rs. 765 
70-74 yrs. 248 
75-79 rs. 650 
80-84 yrs. 382 
85 yrs. and Over 80* 
AVERAGE AGE 45.5 yrs. 
*Includes 1,000 Spanish-American War Veterans - 
average age 94.5 yrs. 
Source: Aimual Ropon 19/4 J.rj :._ 
Veterans Affairs, 1974, Table Nc.~3, p. 
129. " 
Table 6 
VETERANS ADMINISTRATION HEALTH CARE 
COMPARATIVE HIGHLIGHTS 
1973-74 
Fiscal Year Percent 
""1974 1973 
Facilities operating at end of year 
Hospi tals 
Domic.i 1 iaries 
Outpatient clinics 
Nursing home units 
171 
18 
809 
84 
169 
18 
206 
82 
+ 1 .2 
+ 3.9 
1,2 
Employment (net full-time equivalent) ICR,080 161,250 + 3.0 
Cpsrating costs (in mi 11ions) 
Medical care 
Research 
Other 
$2,950.0 
2,837.6 
87 .8 
31 .2 
$2,652.5 
2,548.9 
78.6 
25.1 
+ 11.2 
+ 11.3 
+ 4.1 
+ 24.3 
Patients treated 
VA facilities 
Other facilities 
1,1-0,760 
1 ,073,539 
67,2!'! 
1 ,082,476 
1 ,017,491 
64,985 
+ 5.4 
+ r k > yj . J 
+ 3.4 
Average daily patient census 
VA facilities 
Other facilities 
114,426 
97 ,594 
16,832 
115,170 
98,834 
16,336 
- 0.6 
-1.3 
+ 3.0 
Outpatient medical visits 
VA staff 
Fee-basis 
12.266 ,476 
10.457,830 
1,808,646 
10,858,491 
9,165,094 
1,693,397 
+ 13.0 
+ 14.1 
+ 6.3 
Outpatient dental cases 
VA staff 
Examinations 
Treatment cases completed 
Net authorized on fee-basis 
79,674 
79,498 
156,457 
114,199 
82,498 
165,472 
-30.2 
- 4.1 
- 5.4 
Prescriptions filled (in thousands) 29,118 21 ,447 +35.8 
Source: Annual Report 1974 of Administrator of Veterans Affairs. 
1974, p. IT " J 
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Table 7 
AGE DISTRIBUTION FOR ALL VETERANS DISCHARGED 
FROM HOSPITAL CARE IN FISCAL YEAR 1974 
Number of 
Age Group Discharges Percent 
    (Thousands)        
Total 827 100.0 
Under 25 47 5.7 
25-34 88 10.6 
35-44 96 11.6 
45-54 242 29.3 
55-64 194 23.5 
65 and over 160 19.3 
Source: Annual Report 1974 of Administrator of Veteran' 
A'fFai'rs, "1974, pTl?." 
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pitals in FY 1974" (U.S. Veterans Administration, 1974:17). Table 8 
gives the breakdown of the five diagnostic categories from 1970 to 1974. 
"The average length of stay of general medical and surgical 
patients, who comprised 68 percent of all the FY 1974 discharges, has 
also declined, from 30.4 days in calendar year 1956 to 21.8 days in FY 
1974. Of the 827 ,245 paiients discharged from hospital care in FY 1 974-, 
684,321 (82.7 percent) returned to the community" (U.S. Veterans Admini¬ 
stration, 1974:18). For further reference, Table 9 shows the distribu¬ 
tion of discharges from VA hospitals in fiscal year 1974 by the manner 
of disposition. 
The Veterans Administration Center, Dublin, Georgia, which served 
as the setting for the study, is one of a number of facilities existing 
all over the United States to serve former members of the armed services. 
The Center is located in a city of approximately 15,009 people. It was 
originally commissioned in 1945 as a Naval hospital but was transferred 
to the Veterans Administration in 1948. The Center1 currently consists 
of: (1) the Hospital Section of approximately 468 beds; (2) the Domici¬ 
liary Section of 407 beds; (3) the Nursing Home Care Unit with an 86 
bed section; and an Outpatient Treatment area which has around 3,400 
cumulative visits during a fiscal year (Veterans Administration Center, 
Dublin, Georgia, Gains And Losses Sheet, June 18, 1975). 
Selection of Subjects and Collection of Data 
The subjects selected for this study came from the direct admis¬ 
sions to the VA hospital in Dublin, Georgia, from July 1, 1973 to June 
30, 1974. During fiscal year 1974, the period containing our sample, 
there were 3102 direct admissions to the VA hospital. The sample was 
selected from the 3102 admissions reported on the Gains And Losses Sheet 
Table 8 
DISCHARGES FROM VA HOSPITALS 
BY FIVE DIAGNOSTIC CATEGORIES 
1S70 TO "1974 
Diagnostic Category F i seal Year 
(ICDA) 1974 1973 1972 1971 1970 
All discharges 827,245 812,537 776,227 742,853 705,866 
Mental disorders 207,812 194,465 178,654 166,274 15"! ,323 
Ci rculatory 122,704 120,292 113,232 105,279 101,420 
Digestive 78,524 79,682 
cb
 
o
 
CO
 77,353 75,795 
Neoplasms 65,998 64,265 61 ,4 00 56,813 53,649 
Respi ratory 54,794 57,282 55,022 53,424 56,038 
All other 297,413 296,551 289,235 283,710 267,641 
Source: Annual ReporL 1974 of Administrator cf Veterans Affairs 
1 974 , p. IT. " """ " " 
Table 9 
DISTRIBUTION OF DISCHARGES FROM 
VA HOSPITALS IN FISCAL YEAR 1974 
BY MANNER OF DISPOSIUCN 
Manner of Disposition 
Total 
To outpatient care 441,161 53.3 
To home - no further care 243,160 29.4 
Irregular, refuse core, 
neglect or obstruct 
treatment, AWOL, regula¬ 
tory offense, etc. 
Deaths 
Transferred to another 
VA hospital for care 
To nursing home care 
at VA or in ccmmunity 
To domiciliary care 
Release of committed or 
institutional award cases 
for trial in community 
Source: Annual Report 1974 o_f Adminlstrator of_ Veterans 
Affairs, 1974, p. 19. 
M , Percent of Number 
iota! 
827,245 100.0 
43,532 5.3 
41,083 5.0 
27,288 3.3 
16,509 2.0 
9,027 
5,485 0.7 
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from July 1, 1973 to June 30, 1974. Those veterans whose social secu¬ 
rity numbers ended in a one (i) or five (5) were chosen for' the study. 
This technique was suggested by the Veterans Administration personnel 
who had found it a successful way to choose a representative sample of 
the population. Our sample consisted of 653 direct admissions or a 
twenty-one (21) percent sample of the admissions during the 1974 fiscal 
year. This sample consisted of 526 individuals and 127 re-aclriiissiens 
during the sample year. The sample of 526 individuals was then given a 
nine (9) month follow-up from July 1, 1974 to March 31, 1975 to ascer¬ 
tain the re-admissions of the individuals in the sample. During the 
nine month follow-up another 133 re-admissions were found for the sample 
population. Therefore, our sample, taken from the Gains And Losses Sheet 
during fiscal year 1974 with a nine (S) month follow-up consists of 526 
individuals and 269 re-admissions for those within the study. 
After the sample population was chosen a Special Actions Code 
Sheet was completed to request a one fifty (150) specific record print¬ 
out for the subjects within the study. Data cards were then punched from 
the 786 coding sheets to request the specific record print-out or the 
Treatment. FjJje from the VA's large medical data bank in Austin, 
Texas. When the data were returned from the VA's data bank twenty-two 
(22) records were not returned since the information on the data cards 
did not agree with the stored information. As a result of this, seven¬ 
teen (17) individuals and five (5) re-admissions were dropped from the 
sample leaving a total of 509 individuals and 255 re-admissions. When 
the sample was further examined there 'were four (4) individuals who had 
not been dismissed and hadn't had the opportrnity to return to the insti¬ 
tution for care. Since this study was i>. m rccidivism and 
these individuals had not had the opportunity to return, those four were 
•
/!l 
also dropped from the sample leaving a final total of 505 individuals 
and 255 re-admissions for our sample. See Table 10 for admissions by 
month for the population and the sample. 
The information available from the VA's data bank was transferred 
to data cards in order that the card sorter and the computer could be 
used to analyze the data. A complete description of the characteristics 
of the sample is given in Chapter IV. 
Statistical Procedure_s 
The hypothesis will be tested by the chj-square method. The gene¬ 
ral strategy of chi-square consists of comparing the observed frequencies 
obtained from the sample with the expected frequencies computed for the 
theoretical situation where there- is no relationship between the vari¬ 
ables. The chi-square value may be used to test the null hypothesis of 
no relationship or independence between the two variables. If the null 
hypothesis is found true then there is no relationship between the two 
variables; however, if the null hypothesis is rejected a relationship does 
exist between the two variables. However, we must note that due to "the 
lack of any finite value for the upper limit of chi-square it is impos¬ 
sible to translate chi-square directly into a statement which might 
express the degree of relationship between the two variables" (Downey, 
1975:259) . 
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CHAPTER IV 
DEMOGRAPHIC CHARACTERISTICS OF THE SAMPLE 
AND ANALYSIS OF DATA 
This chapter contains the demographic description of the sample and 
the findings of the study. The statistical tests of the hypotheses assess¬ 
ing the relationship between: (1) marital status and admissions, and (2) 
marital status and the proneness to return to the institution for care 
are presented. Summary tables containing the demographic description of 
the sample and the statistical tests of the hypotheses are also included. 
Demographic Description of Sample 
Characteristics of our sample of veterans are presented in Table 
11. Our sample consisted of 505 males and no females. Thus the sample 
is not representative of the U.S. veteran population because it contains 
no females. Females comprise slightly less than two (2) percent of the 
veterans within our country (U.S. Veterans Administration, 1974). 
The majority of veterans within our study, 58.4 percent, had 
served during World War II. Vietnam veterans, composing 12.8 percent 
of the sample, are the next largest group, followed by World War I vete¬ 
rans (10.8 percent) and Korean Conflict veterans (10.6 percent). See 
Table 11 for further information on the periods of service for our sample. 
The majority (59.0 percent) of veterans in the sample were married. 
The divorced veterans made up 18.0 percent, those veterans who had never 
married composed 10.0 percent, separated veterans composed 6.7 percent and 
widowed veterans composed 6.1 percent of the sample population. 
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Table 11 
SELECTED CHARACTERISTICS OF A SAMPLE OF VETERANS 
Characteristic No. Percentage of Sample 
Sex 
Male 505 100.0 
Female 0 00.0 
Total 505 100.0 
Category of Beneficiary or 
Period of Service 
World War I 
4/6/17 - 11/11/18 55 10.891 
World War II 
12/7/41 - 12/31/46 295 58.415 
Peacetime, before 
6/27/50 7 1.386 
Korean Conflict 
6/27/50 - 1/31/55 54 10.693 
Post-Korean 
2/1/55 - 8/4/64 27 5.346 
Active Duty - Army 1 0.198 
Humanitarian 1 0.198 
Vietnam Era-- 
on/after 8/5/64 65 12.871 
Total 505 99.998 
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Table 11 (cont'd) 
Characteristic No. Percentage of Sample 
Marital Status 
Never Married 51 10.099 
Married 298 59.009 
Separated 34 6.732 
Widowed 31 6.138 
Divorced 91 18.019 
Total 505 99.997 
ar of Birth and Age 
Year Age 
1886-89 85-88 7 1 .386 
1890-94 80-84 17 3.366 
1895-99 75-79 28 5.544 
1900-04 70-74 26 5.148 
1905-09 65-59 23 4.554 
1910-14 60-64 62 12.277 
1915-19 55-59 97 19.207 
1920-24 50-54 86 17.029 
1925-29 45-49 48 9.504 
1930-34 40-44 39 7.722 
1935-39 35-39 22 4.356 
1940-44 30-34 10 1 .980 
1945-49 25-29 24 4.752 
1950-54 20-24 16 3.168 
Total 505 99.993 
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Table 11 (cont'd) 
Characteristic No. Percentage of Sample 
State Residence 
Georgia 
Cal i form'a 
Tennessee 
Florida 
South Carolina 
Virginia 
Total 
County Residence 
Outside Georgia 
Total 
Appling 
Bacon 
Baldwin 
Ben Hill 
Bibb 
Bleckley 
Bulloch 
Calhoun 
Camden 
Candler 
Catoosa 
Chatham 
487 
1 
3 
9 
4 
1 
505 
18 
487 
4 
2 
10 
7 
86 
9 
4 
2 
1 
5 
1 
6 
96.435 
0.198 
0.594 
1.782 
0.792 
0.198 
99.999 
3.564 
96.435 
0.792 
0.396 
1.980 
1 .386 
17.029 
1.782 
0.792 
0.396 
0.198 
0.990 
0.198 
1 .188 
47 
Table 11 (cont'd) 
Characteristic No. Percentage of Sample 
County Residence (cont'd) 
C1inch 1 0.198 
Coffee 10 1 .980 
Colquitt 2 0.396 
Crawford 2 0.396 
Crisp 7 1 .386 
Decatur 1 0.198 
Dodge 18 3.564 
Dooly 7 1.386 
Dougherty 10 1.980 
Emanuel 9 1.782 
Evans 3 0.594 
Glynn 3 0.594 
Hancock 1 0.198 
Hart 1 0.198 
Houston 17 3.366 
Irwin 4 0.792 
Jasper 1 0.198 
Jeff Davis 4 0.792 
Jefferson 4 0.792 
Johnson 10 1.980 
Jones 2 0.396 
Laurens 69 13.663 
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Table 11 (cont'd) 
Characteristic No. Percentage of Sample 
County Residence (cont'd) 
Liberty 3 0.594 
Lowndes 1 0.198 
Mclntosh 3 0.594 
Macon 3 0.594 
Meriwether 1 0.198 
Miller 2 0.396 
Mitchel1 1 0.198 
Monroe 3 0.594 
Montgomery 6 1 .188 
Muscogee 1 0.198 
Peach 5 0.990 
Pierce 2 0.396 
Pulaski 6 1.188 
Putnam 3 0.594 
Randolph 1 0.198 
Screven 2 0.396 
Sumter 3 0.594 
Tattnal1 7 1.386 
Taylor 5 0.990 
Tel fair 10 1.980 
Tift 10 1.980 
Toombs 17 3.366 
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Table 11 (cont'd) 
Characteristic No. Percentage of Sample 
County Residence (cont'd) 
Treutlen 11 
Turner 1 
Twiggs 7 
Upson 4 
Walton 1 
Ware 3 
Washington 12 
Wayne 10 
Wheeler 7 
Wilcox 2 
Wilkinson 11 
Race 
White 362 
Black 143 
Total 505 
Return Trips for Treatment 
All Races 
0 345 
1 97 
2 44 
3 11 
4 4 
5 3 
2.178 
0.198 
1.386 
0.792 
0.198 
0.594 
2.376 
1 .980 
1 .386 
0.396 
2.178 
71.683 
28.316 
99.999 
68.316 
19.207 
9.712 
2.178 
0.792 
0.594 
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Table 11 (cont'd) 
Characteristic No. Percentage of Sample 
Return Trips for Treatment 
All Races (cont'd) 
6
 1 0.198 
Total 505 99.997 
Return Trips for Treatment 
Black 
0
 96 67.132 
1
 31 21.678 
2
 10 6.993 
3
 4 2.797 
4
 1 0.699 
5
 1 0.699 
6
 0 0.000 
Total 143 99.998 
Return Trips for Treatment 
White 
0
 249 68.784 
1
 66 18.232 
2 34 9.392 
3
 7 1.933 
4
 3 0.828 
5
 2 0.552 
6
 1 0.276 
Total 362 99.997 
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Table 11 also gives the year of birth and the age of the veterans 
in the sample. The ages range from 20 to 88 years of age with the 55-59 
year of age category composing the largest group (19.2 percent) in our 
sample. This would lead us to believe that our sample of veterans is 
older than the average U.S. veteran since the 50-54 years of age group 
of the U.S. veteran population contains the largest percent of veterans 
(U.S. Veterans Administration, 1974). Twenty percent of our sample is 
65 years of age or older and only 7.3 percent of the total U.S. veteran 
population is 65 years of age or older as noted within Table 5. 
Four hundred eighty-seven veterans were from the state in which 
the VA Center is located and 18 veterans were from five (5) other states. 
Georgia residents therefore compose 96.4 percent of our sample and resided 
in 68 of the 159 counties within the state. Sixteen individuals or 3.1 
percent of the sample came from the border states of Tennessee, Florida, 
and South Carolina. Virginia and California residents composed the other 
0.4 percent of our sample with one individual from each state. The county 
residence for Georgia veterans was also analyzed. Bibb County, part of 
the nearest SMSA area, had the largest percentage (17.0) within our sam¬ 
ple followed by Laurens County, the county in which the VA Center is 
located, with 13.6 percent of the Georgia residents. A complete listing 
of the number of veterans from each county is presented in Table 11. 
Three hundred and sixty-two (362) individuals or 71.6 percent of 
our sample were white and 143 or 28.3 percent were black. There were 
no significant differences in recidivism by race for 31.3 percent of the 
whites and 32.9 percent of blacks returned to the institution for care 
during the period encompassed by this study. Table 11 can be utilized 
for further analysis dealing with the race of our sample. 
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Table 12 reports characteristics of the 750 admissions of our 
sample of veterans. The majority of veterans, 71.4 percent, were admitted 
to a medical ward while 27.8 percent were admitted for surgery with the 
other 0.6 percent admitted to either the intermediate or Physical Medi¬ 
cine and Rehabilitation section. The average length of stay per indivi¬ 
dual in the sample was 34.1 days. The average length of stay per admis¬ 
sion was 22.6 days. 
A review of the dispositions of the veterans showed that 78.4 per¬ 
cent of the sample received a regular disposition from hospital care. In 
transfer from hospital care and irregular dispositions, each category 
contained 7.6 percent of our sample. There were 5.8 percent deaths and 
0.4 percent of the sample were in the hospital on a return visit and had 
not been dismissed as of March 31, 1975. Most of the dispositions, 53.5 
percent, did not remain under the VA auspices while 32.5 percent of the 
dispositions were under the VA auspices after disposition. The other 
13.9 percent of the sample either died or recieved an irregular discharge 
(left against medical advice). Sixty-three (63) percent of the disposi¬ 
tions had no outpatient care while 21.5 percent received post-hospital 
care and 1.4 percent received outpatient treatment. Here again the other 
13.9 percent either died or were irregular dispositions. 
The majority, 76.7 percent, of the dispositions were returned to 
the community with an independent disposition. Another 7.6 percent of 
the dispositions v/ere to another VA hospital, 0.2 percent were trans¬ 
ferred to a VA nursing home for care, 1.4 percent were transferred to 
a domiciliary and 13.9 percent of the dispositions were either deaths 
or irregular dispositions. 
As shown within Table 12, 40.7 percent of the veterans admitted 
were treated with non-service connected illnesses, but receiving the VA 
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Table 12 
SELECTED CHARACTERISTICS DEALING WITH ADMISSIONS OF A 
SAMPLE OF VETERANS TO A VETERANS HOSPITAL 
Characteristics No. Percentage of Admission 
Bed Section 
Intermediate 4 0.526 
Surgery 212 27.894 
Physical Medicine and 
Rehabilitation 1 0.131 
Medicine 543 71.447 
Total 760 99.998 
Average Length of Stay 
Per Individual 34.1 days 
Average Length of Stay 
Per Admission 22.6 days 
Type of Disposition 
Regular from Hospital 
Care 596 78.421 
Irregular 58 7.631 
Transfer from Hospital 
Care 58 7.631 
Death with Autopsy 14 1.842 
Death without Autopsy 31 4.078 
Still In Hospital 3 0.394 
Total 760 99.997 
54 
Table 12 (cont'd) 
Characteristics No. Percentage of Admissions 
Outpatient Rx 
Post Hospital Care 164 
Outpatient Treatment 11 
None 479 
Not Reported--Either 
Death or Irregular 
Disposition 106 
Total 760 
Disposition Under VA 
Auspices 
Yes 247 
No 407 
Not Reported--Either 
Death or Irregular 
Disposition 106 
Total 760 
Place of Disposition 
Return to Community-- 
Independent 583 
Hospital Care--Another 
VA Hospital 58 
Nursing Care--VA 
Nursing Home Care 2 
Domiciliary Care--VA 
Domiciliary 11 
21.578 
1.447 
63.026 
13.947 
99.998 
32.500 
53.552 
13.947 
99.999 
76.710 
7.631 
0.263 
1.447 
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Table 12 (cont'd) 
Character!'sti cs No, Percentage of Admissions 
Place of Disposition 
(cont'd) 
Not Reported--Either 
Death or Irregular 
Disposition 106 13.947 
Total 760 
Comp. and Pension 
Status 
Treated for: 
SC condition, 10% 
or more 68 
SC condition, less 
than 10% 4 
NSC condition and has 
SC comp. disability not 
requiring medical care 115 
NSC--receiving VA pen¬ 
sion 310 
NSC--no pension 256 
Non-veteran 2 
Data Not Available 5 
99.998 
8.947 
0.526 
15.131 
40.789 
33.684 
0.263 
0.657 
Total 760 99.997 
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pension. Another 33.6 percent were receiving treatment for a non-service 
connected illness but were not receiving the VA pension. Only 9.4 per¬ 
cent of the admissions were treated for a service connected condition. 
A complete listing of the compensation and pension status for our sample 
of admissions can be found in Table 12. 
A breakdown of the primary diagnosis for the 760 admissions of 
our sample is reported in Table 13. Within Table 7 we noted that almost 
64 percent of the principal diagnoses for patients discharged from VA 
hospitals in fiscal year 1974 were discharged with mental disorders, cir¬ 
culatory and digestive diseases, neoplasms, and respiratory conditions. 
Within our sample, 60.5 percent of the diagnoses were from those cate¬ 
gories which leads us to assume that illness or diagnoses of our sample 
are representative of all veterans who were discharged from medical care 
in fiscal year 1974. The five leading diagnoses within our sample were 
Alcoholism (10.0 percent). Chronic Ischemic Heart Disease (6.5 percent), 
Neuroses (4.7 percent). Diabetes Mellitus (3.8 percent), and Emphysema 
(3.8 percent). See Table 13 for further information about the diagnoses 
of persons in our sample. 
Statistical Test of the Hypotheses 
Hypothesis I: 
Admission to a Veterans Administration hospital varies inversely 
with the degree of integration to the social groups of which individuals 
form a part. 
This hypothesis states that persons who are not integrated into a 
cohesive bond as defined by marital status are more likely to be admitted 
to a Veterans Administration hospital for health care than are persons 
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Table 13 
PRIMARY DIAGNOSIS DEALING WITH ADMISSIONS OF A 
SAMPLE OF VETERANS TO A VETERANS HOSPITAL 
Characteristi cs No. Percentage of Admissions 
Diagnosis 
INFECTIVE AND PARASITIC 
DISEASES 
Total 
Diarrheal disease 
Pulmonary tuberculosis 
Herpes zoster 
Other viral exanthem 
Gonococcal infections 
Other venereal disease 
Other intestinal 
helminth!as is 
Sarcoidosis 
13 
1 
5 
1.710 
0.131 
0.131 
0.131 
0.131 
0.131 
0.263 
0.131 
0.657 
NEOPLASMS 
Total 
Malignant neoplasm of 
tongue 
Malignant neoplasm of rectum 
and rectosigmoid junction 
Malignant neoplasm of 
pancreas 
Malignant neoplasm of 
unspecified digestive 
organs 
33 4.342 
0.263 
0.657 
0.131 
0.131 
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Table 13 (cont'd) 
Characteristics No. Percentage of Admissions 
NEOPLASMS (cont'd) 
Malignant neoplasm of tra¬ 
chea, bronchus, and lung 5 
Other malignant neoplasm 
of skin 3 
Malignant neoplasm of 
prostrate 7 
Malignant neoplasm of 
bladder 2 
Malignant neoplasm of brain 1 
Multiple myeloma 1 
Benign neoplasm of buccal 
cavity and pharynx 1 
Lipoma 2 
Neoplasm of unspecified 
nature of respiratory 
organs 1 
Neoplasm of unspecified 
nature of other genito¬ 
urinary organs 1 
0.657 
0.394 
0.921 
0.263 
0.131 
0.131 
0.131 
0.263 
0.131 
0.131 
ENDOCRINE, NUTRITIONAL, AND 
METABOLIC DISEASES 
Total 38 
Diabetes mellitus 29 
Gout 8 
Obesity not specified as 
of endocrine origin 1 
5.000 
3.815 
1.052 
0.131 
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Table 13 (cont'd) 
Characteristi cs No. Percentage of Admissions 
DISEASES OF THE BLOOD AND 
BLOOD-FORMING ORGANS 
Total 3 
Iron deficiency anemias 2 
Argranulocytosis 1 
0.394 
0.263 
0.131 
MENTAL DISORDERS 
Total 143 
Alcoholic psychosis 5 
Schizophrenia 2 
Neuroses 36 
Personality disorders 4 
Alcoholism 76 
Drug Dependence 1 
Physical disorders of 
presumably psychogenic 
origin 5 
Special symptoms not else¬ 
where classified 2 
Mental disorders not spe¬ 
cified as psychotic asso¬ 
ciated with physical con¬ 
ditions 12 
18.815 
0.657 
0.263 
4.736 
0.526 
10.000 
0.131 
0.657 
0.263 
1.578 
DISEASES OF THE NERVOUS 
SYSTEM AND SENSE ORGANS 
Total 30 
Paralysis agitans 1 
Other cerebral paralysis 2 
3.947 
0.131 
0.263 
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Table 13 (cont'd) 
Characteristics No. Percentage of Admissions 
DISEASES OF THE NERVOUS 
SYSTEM AND SENSE ORGANS (cont'd) 
Epilepsy 5 
Migraine 1 
Trigeminal neuralgia 1 
Other and unspecified forms 
of neuralgia and neuritis 3 
Other diseases of peri¬ 
pheral nerves except 
autonomic 1 
Conjunctivitis and ophthal¬ 
mia 2 
Pterygium 1 
Cataract 2 
Glaucoma 5 
Other diseases of eye 1 
Otitis externa 1 
Otitis media without men¬ 
tion of mastoiditis 1 
Otitis media with mas¬ 
toiditis 1 
Other deafness 2 
0.657 
0.131 
0.131 
0.394 
0.131 
0.263 
0.131 
0.263 
0.657 
0.131 
0.131 
0.131 
0.131 
0.263 
DISEASES OF THE CIRCULATORY 
SYSTEM 
Total 132 
Diseases of mitral valve 1 
Diseases of aortic valve 2 
17.368 
0.131 
0.263 
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Table 13 (cont'd) 
Characteristics No, Percentage of Admissions 
DISEASES OF THE CIRCULATORY 
SYSTEM (cont'd) 
Essential benign hyper¬ 
tension 13 
Hypertensive renal 
disease 1 
Hypertensive heart and 
renal disease 2 
Acute myocardial infarc¬ 
ti  12 
Other acute and subacute 
forms of ischemic heart 
disease 1 
Chronic ischemic heart 
disease 50 
Symptomatic heart disease 9 
111-defined heart disease 1 
Cerebral hemorrhage 2 
Cerebral thrombosis 9 
Acute but ill-defined 
cerebrovascular disease 1 
Generalized ischemic 
cerebrovascular disease 4 
Other and ill-defined 
cerebrovascular disease 1 
Arteriosclerosis 10 
Aortic aneurysm 
(nonsyphilitic) 2 
Other peripheral 
vascular disease 1 
Gangrene 1 
1.710 
0.131 
0.263 
1.578 
0.131 
6.578 
1.184 
0.131 
0.263 
1.184 
0.131 
0.526 
0.131 
1.315 
0.263 
0.131 
0.131 
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Table 13 (cont'd) 
Characteri sti cs No, Percentage of Admissions 
DISEASES OF THE CIRCULATORY 
SYSTEM (cont'd) 
Pulmonary embolism and 
infarction 2 
Phlebitis and thrombo¬ 
phlebitis 1 
Varicose veins of 
lower extremities 1 
Hemorrhoids 4 
Varicose veings of other 
sites 1 
0.263 
0.131 
0.131 
0.526 
0.131 
DISEASES OF THE RESPIRATORY 
SYSTEM 
Total 79 
Acute tonsillitis 2 
Acute laryngitis and 
tracheitis 1 
Acute upper respiratory 
infection of multiple or 
unspecified sites 4 
Acute bronchitis and 
bronchiolitis 5 
Pneumococcal pneumonia 1 
Bronchopneumonia, 
unspecified 10 
Pneumonia, unspecified 10 
Bronchitis, unqualified 1 
Chronic bronchitis 6 
10.394 
0.263 
0.131 
0.526 
0.657 
0.131 
1.315 
1.315 
0,131 
0.789 
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Table 13 (cont'd) 
Characteristics No. 
DISEASES OF THE RESPIRATORY 
SYSTEM (cont'd) 
Emphysema 
Asthma 
Nasal polyp 
Pleurisy 
Spontaneous pneumothorax 
Pulmonary congestion and 
hypostasis 
Other chronic interstitial 
pneumonia 
Other diseases of respira¬ 
tory system 
29 
3 
Percentage of Admissions 
3.815 
0.394 
0.131 
0.131 
0.131 
0.131 
0.131 
0.263 
DISEASES OF THE DIGESTIVE 
SYSTEM 
Total 73 
Diseases of hard 
tissues of teeth 1 
Diseases of esophagus 1 
Ulcer of stomach 2 
Ulcer of duodenum 17 
Gastritis and duodenitis 2 
Acute appendicitis 1 
Inguinal hernia without 
mention of obstruction 7 
Other hernia of abdominal 
cavity without mention of 
obstruction 6 
9.605 
0.131 
0.131 
0.263 
2.236 
0.263 
0.131 
0.921 
0.789 
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Table 13 (cont'd) 
Characteristics No. Percentage of Admissions 
DISEASES OF THE DIGESTIVE 
SYSTEM (cont'd) 
Inguinal hernia with 
obstruction 3 0.394 
Intestinal obstruction with¬ 
out mention of hernia 1 0.131 
Gastroenteritis and colitis, 
except ulcerative, or non- 
infectious origin 2 0.263 
Diverticula of intestine 1 0.131 
Functional disorders of 
intestines 2 0.263 
Abscess of anal and rectal 
regions 2 0.263 
Other diseases of intes¬ 
tines and peritoneum 8 1.052 
Cirhosis of liver 9 1.184 
Other diseases of liver 9 1.184 
Choi elithiasis 2 0.263 
Diseases of pancreas 3 0.394 
DISEASES OF THE GENITOURI¬ 
NARY SYSTEM 
Total 33 4.342 
Chronic nephritis 4 0.526 
Calculus of kidney and 
ureter 1 0.131 
Calculus of other parts 
of urinary system 1 0.131 
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Table 13 (cont'd) 
Characteri sties No. Percentage of Admissions 
DISEASES OF THE GENITOURI¬ 
NARY SYSTEM (cont'd) 
Cystitis 1 
Other diseases of 
bladder 4 
Stricture of urethra 2 
Other diseases of urinary 
tr ct 5 
Hyperplasia of prostrate 6 
Prostatitis 3 
Hydrocele 1 
Orchitis and epididy- 
mitis 2 
Other diseases of male 
genital organs 3 
0.131 
0.526 
0.263 
0.657 
0.789 
0.394 
0.131 
0.263 
0.394 
DISEASES OF THE SKIN AND 
SUBCUTANEOUS TISSUE 
Total 18 
Other cellulitis and 
abscess 5 
Other local infections of 
skin and subcutaneous 
tissue 2 
Pruritus and related 
conditions 1 
Other dermatoses 1 
Diseases of nail 1 
2.368 
0.657 
0.263 
0.131 
0.131 
0.131 
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Table 13 (cont'd) 
Characteristics No. Percentage of Admissions 
DISEASES OF THE SKIN AND 
SUBCUTANEOUS TISSUE (cont'd) 
Diseases of sebaceous 
glands 
Chronic ulcer of skin 
Other diseases of skin 
4 
3 
0.526 
0.394 
0.131 
DISEASES OF THE MUSCULOSKELETAL 
SYSTEM AND CONNECTIVE TISSUE 
Total 54 
Rheumatoid arthritis and 
allied conditions 5 
Osteoarthritis and allied 
conditions 17 
Other specified forms of 
arthritis 1 
Arthritis, unspecified 1 
Other diseases of bone 1 
Internal derangement of 
joint 2 
Displacement of inter- 
vertebral disc 16 
Vertebrogenic pain syndrome 4 
Synovitis, bursitis, and 
tenosynovitis 2 
Other diseases of muscle, 
tendon, and fascia 5 
7.105 
0.657 
2.236 
0.131 
0.131 
0.131 
0.263 
2.105 
0.526 
0.263 
0.657 
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Table 13 (cont'd) 
Characteristics No. Percentage of Admissions 
CONGENITAL ANOMALIES 
Total 
Congenital anomalies of 
skin, hair, and nails 
0.131 
0.131 
SYMPTOMS AND ILL-DEFINED 
CONDITIONS 
Total 53 
Certain symptoms referable 
to nervous system and 
special senses 6 
Other symptoms referable 
to nervous system and 
special senses 2 
Symptoms referable to 
cardiovascular and lym¬ 
phatic system 5 
Symptoms referable to 
respiratory system 10 
Symptoms referable to 
abdomen and lower gastro¬ 
intestinal tract 4 
Symptoms referable to 
genitourinary system 4 
Other general symptoms 2 
Abnormal urinary constituents 
of unspecified causes 1 
Nervousness and debility 1 
Headache 1 
Observation, without need 
for further medical care 13 
Other ill-defined and un¬ 
known causes of morbidity 
and mortality 4 
6.973 
0.789 
0.263 
0.657 
1 .315 
0.526 
0.526 
0.263 
0.131 
0.131 
0.131 
1 .710 
0.526 
68 
Table 13 (cont'd) 
Characteristics No, Percentage of Admissions 
ACCIDENTS, POISONINGS, AND 
VIOLENCE (NATURE OF INJURY) 
Total 57 
Fracture of face bones 2 
Fracture of rib(s), ster¬ 
num, and larynx 4 
Fracture of pelvis 1 
Fracture of neck of femur 6 
Fracture of other and 
unspecified parts of femur 1 
Fracture of tibia and 
fibula 4 
Dislocation of elbow 1 
Dislocation of hip 1 
Dislocation of knee 1 
Sprains and strains of knee 
and leg 1 
Sprains and strains of 
ankle and foot 1 
Sprains and strains of 
sacroiliac region 8 
Subarachnoid, subdural, and 
extradural hemorrhage, follow¬ 
ing injur (without mention 
of cerebral laceration or 
contusion) 
Open wound of ear 
Other and unspecified 
laceration of head 
Open wound of neck 
2 
1 
3 
1 
7.500 
0.263 
0.526 
0.131 
0.789 
0.131 
0.526 
0.131 
0.131 
0.131 
0.131 
0.131 
1.052 
0.263 
0.131 
0.394 
0.131 
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Table 13 (cont'd) 
Characteri stics Nc, Percentage of Admissions 
ACCIDENTS, POISONINGS, AND 
VIOLENCE (NATURE OF INJURY) 
(cont'd) 
Other, multiple, and 
unspecified open wounds 
of head, neck, and trunk 
Open wound of elbow, fore- 
are, and wrist 
Open wound of hand except 
finger(s) alone 
Open wound of finger(s) 
Open wound of knee, leg 
(except thigh), and ankle 
Open wound of foot, except 
toe(s) alone 
Superficial injury of face, 
neck, and scalp 
Superficial injury of elbow, 
foreare, and wrist 
Contusion of trunk 
Contusion of elbow, fore¬ 
arm, and wrist 
Burn confined to upper limb, 
except wrist and hand 
Burn confined to lower limb 
Burn involving trunk with 
1imb(s) 
Spinal cord lesion without 
evidence of spinal bone 
injury 
Adverse effect of anti- 
convulsants 
Other complications of 
surgical procedures 
2 
2 
1 
1 
2 
0.131 
0.131 
0.131 
0.131 
0.131 
0.131 
0.131 
0.131 
0.131 
0.131 
0.131 
0.263 
0.263 
0.131 
0.131 
0.263 
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who are integrated into a cohesive family unit. The degree of integra¬ 
tion ranges from those who are divorced (the least integrated in the mari¬ 
tal bond), to the married persons (the most integrated in the marital 
unit) with separated, widowed, and never married in between. We expect 
the never married group to experience the lowest admissions rates when 
compared with divorced, separated and widowed persons, for, in addition 
to not having a cohesive bond in a marital status at the present the 
latter groups have experienced a breakdown in a unit once formed. The 
divorced persons also must accept the definition of having failed at the 
attempt to establish cohesive bonds. The divorced, separated, and widowed 
are most likely to need the supportive and protective services provided 
by the VA--services which others find in stable cohesive units. 
To test this hypothesis, the age and marital status of the Georgia 
veteran population not receiving health care was needed for comparison 
with our sample of veterans who had received medical attention. A break¬ 
down of the Georgia veteran population by age and marital status was not 
available. Therefore, a hypothetical distribution of the Georgia veteran 
population by age and marital status had to be created. 
Two pieces of evidence indicated that a distribution by age and 
marital status was needed and that when this distribution was compared 
with age and marital status of our sample of veterans it would support 
hypothesis I. 
First, a comparison of the age of our sample of veterans and the 
Georgia male population showed that the average age of our sample of vete¬ 
rans was older than the average age for the Georgia male population. An 
interesting break occurs around 45 years of age, as noted within Table 14. 
From 20 to 45 years of age our veteran sample is younger than the Georgia 
71 
Table 14 
COMPARISON OF AGES BETWEEN A SAMPLE OF 
VETERANS AND THE GEORGIA MALE POPULATION 
Age 
Percent of 
Ga. Male 
Population 
Percent of 
Veteran 
Sample Population 
85+ 0.675 1.386 
80-84 
in
 
00
 
o
 3.366 
75-79 1.890 5.544 
70-74 2.964 5.148 
65-69 4.439 4.554 
60-64 6.089 12.277 
55-59 7.457 19.207 
50-54 8.519 17.029 
45-49 9.231 9.504 
40-44 9.554 7.722 
35-39 9.519 4.356 
30-34 10.235 1.980 
25-29 12.485 4.752 
20-24 15.902 3.168 
TOTAL 99.994 99.993 
Source: U.S. Bureau of the Census, U.S. Census of Population: 
1970, vol. I, part 12, Table 20. U.S. Veterans 
Administration, Annual Reoort 1974 of Administrator of 
Veterans Affairs: fab Is 3. - ~ - 
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male population. However, after 45 years of age our sample is larger 
than the comparative age categories for the Georgia male population. 
This is in agreement with the well-supported finding that illness and 
hospital admissions increase with age (Atchley, 1972:115). 
A comparison of the marital status of our sample of veterans 
with that of the Georgia male population provided the second piece of 
evidence. Within our sample of veterans, 59.0 percent were married, and 
within the Georgia male population 64.4 percent were married. This would 
suggest support for our hypothesis that the married individual, who is 
part of a cohesive bond, would be less likely to be admitted for health 
care. We note that the never married category contains 10.0 percent of 
our sample whereas 28.2 percent of the Georgia male population has never 
married. This indicates that the never married, as we have suggested 
above, would be more similar to married individuals than to the other 
three categories. In the other categories of marital status (widowed, 
separated, and divorced) our sample contained larger percentages than 
the Georgia male population. Widowed and separated veterans appeared 
in the sample three times more frequently than we would expect if pro¬ 
bability of hospitalization were randomly distributed in the population. 
Divorced persons appeared seven times more frequently. (See Table 15) 
Thus these two pieces of evidence suggest that if we compare our 
sample (those admitted to the hospital) with the Georgia veteran popula¬ 
tion we would find significant differences in marital status when we 
control for age. 
Two assumptions had to be made in order to create our hypotheti¬ 
cal distribution of Georgia veterans by age and sex. First, we had to 
assume that the age distribution of veterans in the state of Georgia is 
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Table 15 
COMPARISON OF MARITAL STATUS BETWEEN A SAMPLE OF 
VETERANS AND THE GEORGIA MALE POPULATION 
Georgia Population Veteran Sample 
Marital Status 
No. Percent No. Percent 
Never Married 446,917 28.27 51 10.099 
Married 1,019,145 64.47 298 59.009 
Separated 31 ,299 1 .98 34 6.732 
Widowed 41,282 2.61 31 6.138 
Di vorced 42,198 2.67 91 18.019 
TOTAL 1 ,580,841 100.00 505 99.997 
Source: U.S. Bureau of the Census, U.S. Census of Population: 
1970, vol. I, part 12, Table 22. 
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like the age distribution of the U.S. veterans. (This information is 
presented in Table 16). This seems to be a likely assumption. Secondly, 
we had to assume that the mrital status of veterans would be similar to 
Georgia males in the same five-year age categories. This is a likely 
assumption since we were able to find no evidence to the contrary. 
Table 17 gives us the computation for our hypothetical Georgia 
veteran population. First the U.S. veteran population by age expressed 
in percentage is given. We know that there are 593,000 veterans in 
Georgia. By using the percent within the age categories of the U.S. vete¬ 
ran population we then distributed the Georgia veteran population into 
age categories. Using the marital status by age of the Georgia male popu¬ 
lation we then distributed the Georgia veteran population into marital 
statuses by age. As a result we now have the Georgia veteran population 
by age and marital status. 
Support for hypothesis I is gained from a number of sources. When 
we compare our sample by age and sex to the Georgia veteran population we 
find that in almost every age group the differences in percentages by 
marital status are in the anticipated direction. Among married persons, 
we find that our sample is not representative of the larger population, 
especially at the younger ages where social factors could most affect 
illness. Refer to Table 18 for further analysis. 
Now that we have the hypothetical distribution by age and sex of 
the Georgia veterans we need to know the marital status of persons admitted 
to VA hospitals in order to test hypothesis I. Our analysis of the demo¬ 
graphic characteristics of our sample showed them to be representative 
of the U.S. veterans admitted to hospitals. Thus, we may assume they 
are representative with respect to marital status. The marital status 
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Table 16 
AGE DISTRIBUTION OF THE U.S. VETERAN POPULATION 
(In Thousands) 
Age No. Percent of Veterans 
20-24 1,139 3.898 
25-29 3,620 12.390 
30-34 2,703 9.251 
35-44 5,717 19.567 
45-49 4,204 14.388 
50-54 4,899 16.767 
55-59 3,267 11.181 
60-64 1 ,543 5.281 
65-69 765 2.618 
70-74 248 0.848 
75 and over 1 ,112 3.806 
TOTAL 29,217 99.995 
Source: U.S. Veterans Administration, Annual Report 
1974 of Administrator of Veterans Affairs: 
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Table 18 
COMPARISON BY AGE OF OUR SAMPLE OF VETERANS 
TO THE GEORGIA VETERAN POPULATION 
Never Married 
Age Ga. Veteran Population Veteran Sample 
No. Percent No. Percent 
20-24 11,332 20.747 11 21.568 
25-29 12,030 22.024 11 21.568 
30-34 5,332 9.762 1 1.960 
35-44 8,199 15.011 2 3.921 
45-49 5,131 9.394 9 17.647 
50-54 5,158 9.443 2 3.921 
55-59 3,323 6.084 3 5.882 
60-64 1 ,587 2.905 6 11 .764 
65-69 875 1.602 4 7.843 
70-74 250 0.458 1 1 .960 
75 and over 1,404 2.570 1 1.960 
Total 54,621 100.000 51 99.994 
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Table 18 (cont'd) 
Married 
Age Ga. Veteran Population Veteran Sample 
No. Percent No. Percent 
20-24 9,859 2.096 4 1.342 
25-29 55,224 11.741 9 3.020 
30-34 44,908 9.547 5 1.677 
35-44 96,533 20.523 41 13.758 
45-49 71,378 15.175 21 7.046 
50-54 83,042 17.655 55 18.456 
55-59 55,262 11.749 63 21 .140 
60-64 25,301 5.379 32 10.738 
65-69 11 ,913 2.533 16 5.369 
70-74 3,696 0.786 17 5,704 
75 and over 13,252 2.817 35 11.744 
Total 470,368 100.001 298 99.994 
Table 18 (cont'd) 
Separated 
Age Ga. Veteran Population Veteran Sample 
No. Percent No. Percent 
20-24 1 ,447 4.929 1 2.941 
25-29 3,803 12.954 0 0.000 
30-34 2,470 8.414 3 8.823 
35-44 5,971 20.339 8 23,529 
45-49 4,137 14.092 5 14.705 
50-54 4,649 15.836 3 8.823 
55-59 3,110 10.594 7 20.588 
60-64 1,438 4.898 4 11 .764 
65-69 781 2.660 1 2.941 
70-74 256 0.872 0 0.000 
75 and over 1,295 4.411 2 5.882 
Total 29,357 99.999 34 99.996 
Table 18 (Cont'd) 
Widowed 
Age Ga. Veteran Population Veteran Sample 
No. Percent No. Percent 
20-24 43 0.228 0 0.000 
25-29 198 1 .049 0 0.000 
30-34 280 
00
 0 0.000 
35-44 o
 
CO
 
CO
 
5.739 0 0.000 
45-49 1,458 7.726 3 9.677 
50-54 2,764 14.647 1 3.225 
55-59 2,629 13.931 6 19.354 
60-64 2,014 10.672 8 25.806 
65-69 1,544 8.182 0 0.000 
70-74 698 3,699 3 9.677 
75 and over 6,160 32.643 10 32.258 
Total 18,871 100.000 31 99.997 
Table 18 (cont'd) 
Divorced 
Age Ga. Veteran Population 
No. Percent 
Veteran Sample 
No. Percent 
20-24 432 2.189 0 0.000 
25-29 2,217 11.232 4 4.395 
30-34 1,867 9.459 1 1.098 
35-44 4,243 21.497 10 10.989 
45-49 3,214 16.283 10 10.989 
50-54 3,812 19.313 25 27.472 
55-59 1 ,978 10.021 18 19.780 
60-64 976 4.945 12 13.186 
65-69 412 2.087 2 2.197 
70-74 129 0.654 5 5.494 
75 and over 458 2.320 4 4.395 
Total 19,738 100.000 91 99.995 
83 
of our population was used to predict the marital status of all veterans 
admitted to Georgia VA hospitals during fiscal year 1974. There were 
25,250 persons admitted to VA hospitals in Georgia during fiscal year 
1974 (U.S. Veterans Administration, 1974:Table 8). Our sample contained 
505 persons. Thus we had a 1 in 50 sample of all VA patients. To obtain 
the number in each marital status we multiplied the number in our sample 
by 50. This in turn gave us the number of Georgia veterans admitted for 
health care during fiscal year 1974 by marital status. 
Table 19 contrasts, by marital status, the Georgia veterans who 
were admitted to VA hospitals for medical care with the total Georgia 
veteran population. When we compare those admitted with the Georgia 
veteran population we find that in each marital status the differences 
are in the predicted direction. Married persons are underrepresented 
in the hospitalized group while divorced persons are overrepresented. 
(The proportion of divorced persons in our sample was 6 times that of 
the Georgia veteran population.) Never marrieds are more like married 
persons while widowed and separated are more similar to divorced persons. 
The test of hypothesis I is based upon the data presented in 
Table 20. This table compares the marital status of veterans admitted 
to the hospital for health care with that of veterans not admitted for 
care. As noted within Table 20 the null hypothesis of no relationship 
is rejected since the Chi-square test was found to be significant at a 
level greater than .001. 
The computation of the Chi-square test yielded several important 
points. First, within every category of our marital statuses except 
the married, we observed more in our sample of admissions than would have 
been expected. Within the married category we observed 14,900; however 
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Table 19 
COMPARISON BY MARITAL STATUS OF GEORGIA 
VETERANS RECEIVING MEDICAL CARE WITH THE 
TOTAL GEORGIA VETERAN POPULATION 
Veterans Receiving Total Georgia 
Medical Care Veteran Population 
Marital Status 
No. Percent No. Percent 
Never Married 2,550 10.099 54,621 9.211 
Married 14,900 59.009 470,368 79.326 
Separated 1,700 6.732 29,357 4.950 
Widowed 1,550 6.138 18,871 3.182 
Divorced 4,550 18.019 19,738 3.328 
TOTAL 25,250 99.997 592,955 99.997 
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Table 20 
CHI-SQUARE TEST OF HYPOTHESIS I 
Marital Status Admiss ions Non-Admissions Total 
Never Married 2,550 52,071 54,621 
Married 14,900 455,468 470,368 
Separated 1,700 27,657 29,357 
Wi dowed 1,550 17,657 18,871 
Divorced 4,550 15,188 19,738 
TOTAL 25,250 567,705 592,955 
Chi Square: 19,387.5117; P< .001 
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20,030 were expected within that category. Within the never married 
category we observed more than would have been expected; however, it was 
closer to the expected number than the separated, widowed, and divorced. 
Here again we note that the never married appear to be closer to the mar¬ 
ried category when compared against the other categories. Within the 
never married category we observed 2,550 and would have expected 2,326. 
Within the separated category we observed 1,700 and would have expected 
1,250, within the widowed category we observed 1,550 and would have 
expected 804, and within the divorced category we would have expected 
841 but found 4,550. Therefore, our largest difference is from the 
divorced category which is the least cohesive bond within our group. 
Therefore, as noted above, our hypothesis tested by the Chi-square method 
was found to be significant at a level greater than .001. 
Hypothesis II: 
Recidivism varies inversely with the degree of integration of the 
social groups of which individuals form a part. 
This hypothesis states that those patients who are not integrated 
into a cohesive bond based upon their marital status will experience the 
greatest amount of recidivism. The degree of integration ranges from 
those who are divorced (the least integrated in the marital bond), the 
separated, the widowed, the never married to the married persons (the 
most integrated in the marital unit). Within Table 21 we can note the 
number of returns to the institution for care and the average length of 
stay for each marital status. A greater percentage (37.4) of divorced 
persons returned to the hospital than any other group. The next highest 
percentage is separated persons (35.3 percent). Thirty-one percent of 
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Table 21 
THE NUMBER OF RETURNS TO THE INSTITUTION FOR CARE 
AND THE AVERAGE LENGTH OF STAY FOR EACH MARITAL STATUS 
Characteristic No. Percentage of Returns 
Return Trips for Treatment 
Never Married 
0 37 72.549 
1 8 15.686 
2 5 9.803 
3 0 0.000 
4 1 1 .960 
5 0 0.000 
6 0 0.000 
Total 51 99.998 
:urn Trips for Treatment 
^ried 
0 205 68.791 
1 55 18.456 
2 25 8.389 
3 7 2.348 
4 2 0.671 
5 3 1.006 
6 1 0.335 
Total 298 99.996 
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Table 21 (cont'd) 
Characteristic No. Percentage of Returns 
Return Trips for Treatment 
Separated 
0 22 64.705 
1 9 26.470 
2 2 5.882 
3 1 2.941 
4 0 0.000 
5 0 0.000 
6 0 0.000 
Total 34 99.998 
Return Trips for 
Widowed 
Treatment 
0 24 77.419 
1 5 16.129 
2 2 6.451 
3 0 0.000 
4 0 0.000 
5 0 0.000 
6 0 0.000 
Total 31 99.999 
89 
Table 21 (cont'd) 
Characteri sti c No. Percentage of Returns 
Return Trips for Treatment 
Divorced 
0 57 
1 20 
2 10 
3 3 
4 1 
5 0 
6  
Total 91 
Average Length of Stay 
for All Admissions Based 
Upon Marital Status 
Never Married 30 days 
Married 35 days 
Separated 35 days 
Widowed 32 days 
Divorced 34 days 
62.637 
21.978 
10.989 
3.296 
1.098 
0.000 
0.000 
99.998 
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the married persons returned to the hospital. Never married persons had 
the second lowest return rate (27.5 percent) while widowed persons (22.6 
percent) had the lowest return rate. 
Comparing the average length of stay for all admissions by marital 
status the following results were found: the married and separated aver¬ 
aged 35 days for all admissions followed by 34 days by the divorced, 32 
days by the widowed, and 30 days by those who had never married. 
The test of hypothesis II is based upon the data presented in 
Table 22. This table compares marital status with recidivism based upon 
the number of times the person returned to the institution for care. The 
null hypothesis of no relationship was accepted since the Chi-square 
test yielded no significant relationship between the variables. Since 
the table contained so many cells and a large number of cells contained 
zeros, the table was combined by placing the married and widowed in one 
category and the never married, separated, and divorced in another cate¬ 
gory. The number of returns were combined to form two categories, no 
returns and one (1) to six (6) returns. These data can be found in Table 
23. The Chi-square test again showed no significance between the vari¬ 
ables. However, as noted within Table 21, the divorced persons were 
highest in percentage of returns to the hospital for care, which appears 
to lend some support to the hypothesis. 
No significant differences were found between the recidivism of 
persons in the various marital statuses for all diagnoses. However, we 
felt that the marital status might affect recidivism in cases where the 
diagnosis could be defined as a disease likely to be affected by social 
factors. Alcoholism and mental illness were considered to be two such 
diagnoses. 
91 
Table 22 
CHJ_-SQUARE TEST OF HYPOTHESIS II 
Number of Returns 
Marital Status 0 1 2 3 4 5 6 Total 
Never Married 37 8 5 0 1 0 0 51 
Married 205 55 25 7 2 3 1 298 
Separated 22 9 2 1 0 0 0 34 
Widowed 24 5 2 0 0 0 0 31 
Divorced 57 20 10 3 1 0 0 91 
Total 345 97 44 11 4 3 1 505 
Chi-Square: 10.8216; non-significant 
Table 23 
A CHI-SQUARE TEST OF HYPOTHESIS II 
COMBINING CATEGORIES 
Number of Returns 
Marital Status 0 1-6 Total 
Married and 
Wi dowed 229 100 329 
Never Married, 
Separated and 
Divorced 116 60 176 
Total 345 160 505 
Chi-Square: 0.7234; non- -significant d.f. -1 
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When we compared the marital status with the recidivism of per¬ 
sons diagnosed as alcoholic, we again found no significant differences 
(See Table 24). 
Considering the marital status of persons diagnosed as having 
mental disorders (Psychoses, Neuroses and Personality Disorders), we 
found no significant relationship between marital status and recidivism 
(See Table 25). 
Even though marital status made no significant difference in reci¬ 
divism we found that there was a significant relationship between marital 
status and one's place of disposition. 
Table 26 shows the relationship between one's place of disposition 
and marital status. The categories of the independent variable were com¬ 
bined so as to place the married and widowed into a category together, 
since it was felt that they had a home to return to after their dismissal 
from care. The never married, separated, and divorced were combined into 
one category since they had the least amount of integration into a social 
group based upon their marital status. The dependent variable was 
divided into those who returned to the community independent of care, 
and all other places of disposition. This test was based upon the 505 
individuals' first visit of which 68 either died or had an irregular 
disposition, thus leaving a total of 437. We observed more married and 
widowed returning to the community independent of care than expected 
and we observed more never married, separated, and divorced going to all 
other places of disposition than expected. As shown within Table 26, 
a Chi-square test found this relationship to be significant at a l£vel 
greater than .05. 
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Table 24 
RECIDIVISM OF PERSONS DIAGNOSED AS ALCOHOLICS 
BY MARITAL STATUS 
Number of Returns 
Marital Status 0 1-6 Total 
Married and 
Widowed 16 8 24 
Never Married, 
Separated and 
Divorced 12 8 20 
Total 28 16 44 
Chi Square: 0.2093; Non-significant 
Table 25 
RECIDIVISM OF PERSONS DIAGNOSED AS HAVING 
MENTAL DISORDERS BY MARITAL STATUS 
Number of Returns 
Marital Status 0 1-6 Total 
Married and 
Widowed 22 11 33 
Never Married, 
Separated and 
Divorced 8 1 9 
Total 30 12 42 
Chi-Square: 1.7109; Non-significant 
Table 26 
QH-SQUARE TEST FOR SIGNIFICANT RELATIONSHIP BETWEEN 
MARITAL STATUS AND PLACE OF DISPOSITION 
Place of Disposition 
Marital Status Return to Community Other 
Independent Disposition 
Total 
Married and 
Wi dowed 257 27 284 
Never Married, 
Separated and 
Divorced 128 25 153 
Total 385 52 437 
Chi-Square: 4.4280; p<^..050 
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Therefore, marital status seems to have the greatest affect upon 
admissions to a VA hospital rather than on the return of patients for 
care. Support for this statement comes from the significant relationship 
found between marital status and admission to a VA hospital, as tested 
by hypothesis I. Our second hypothesis, dealing with recidivism, was 
found to be non-significant by the Chi-square test. Again, the divorced 
(the least integrated in the marital bond) experienced the highest per¬ 
centage of returns to the hospital which lends some support to our hypo¬ 
thesis. It seems apparent, then, that marital status operates to a 
greater degree on admission for care than on the return to the institu¬ 
tion for care. There also appears to be another variable that affects 
the patients' return to the institution for care. This variable is the 
place of disposition based upon the patients' first admission. It 
appears that those within the least integrated marital bonds (the never 
married, the separated, and the divorced) were released to another faci¬ 
lity where care was available (a VA hospital, a VA nursing home, or a 
VA domiciliary). However, the majority of dispositions for the married 
and widowed individuals were returns to the community independent of 
further VA care. Therefore, those who are least integrated in a marital 
bond appear to be released under some type of further care (See Table 12 
and Table 26). If those within the least integrated categories were 
released independent of other VA care then we might expect to find them 
returning to the institution which would support our hypothesis. 
Race was another variable that was tested against one's number of 
returns to the institution for care. As shown within Table 27 the Chi- 
square test found this relationship to be non-significant. 
Table 27 
CHI-SQUARE TEST FOR SIGNIFICANT RELATIONSHIP 
BETWEEN MARITAL STATUS AND RACE OF PATIENTS 
Race 0 
Number of Returns 
1-6 Total 
Black 
White 
96 
249 
47 
113 
143 
362 
Total 345 160 505 
Chi-Square: 0.1289; Non-significant 
d.f.=l 
CHAPTER V 
SUMMARY AND CONCLUSIONS 
The purposes of this study are threefold. The first purpose is 
the demographic description of the sample in order to provide background 
information which may serve as a basis for future research at the VA 
Center. Second, the study focuses on assessing the relationship between 
marital status and the admission of veterans to a VA hospital, and the 
relationship between marital status and the proneness to return to the 
institution for care. Third, it provides information to the Veterans 
Administration which may assist them in providing quality care at reduced 
cost. The benefits accrue not only to the population in our study but 
to the larger community since all are affected by health and illness. 
The information gained may be useful to those who deliver the health and 
welfare services, those who teach within these areas, and all who experi¬ 
ence illness and seek health. 
This study deals with the problem of illness which is considered 
by numerous sociologist to be a form of deviant behavior (Aubert and 
Messinger, 1972; Parsons, 1972; Parsons and Fox, 1952). Not only is ill¬ 
ness a form of deviant behavior, but it is also a costly form of beha¬ 
vior. As we have seen, the rising cost of health care is a problem faced 
by our government and all individuals who seek help. The increasing num¬ 
ber of older individuals within American society and their increased 
vulnerability to illness with age presents another problem. The aging 
population of our country must often depend upon the government to pro¬ 
vide necessary health care; this care becomes more expensive every year. 
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In a classic work on suicide, Emile Durkheim placed an old form 
of deviance (suicide) in an entirely new perspective. He demonstrated 
a relationship between degree of individual integration into cohesive 
groups and proneness to commit suicide. Durkheim, therefore, provides 
substantive evidence that social characteristics affect behavior which 
may, at first glance, appear individual in nature. 
Several sociologists (Atchley, 1972; King, 1972; Avnet, 1967) have 
reported that social factors may affect health and illness. In order to 
further our knowledge by testing a wel1-supported hypothesis in a new 
area, we applied the Durkheimian model to the area of health and illness. 
One's marital status was used as a measure of Durkheim's social cohesion. 
Illness was defined as admission and recidivism to a Veterans Admini¬ 
stration hospital. The research sought to test the relationship between 
marital status (degree of social cohesion) and admission and recidivism 
to a VA hospital. 
Two hypotheses were formulated for the study. The first hypothesis 
investigates the relationship between marital status and admission to 
the hospital. We expected that persons who were not integrated into a 
cohesive bond, as defined by marital status, would be more likely to be 
admitted to a Veterans Administration hospital for health care than would 
persons who were integrated into a cohesive family unit. 
The second hypothesis seeks to assess the relationship between 
marital status (social cohesion) and the rates of return to the hospi¬ 
tal. We expected that patients not integrated into cohesive bonds based 
upon their marital status would experience the greatest degrees of reci¬ 
divism. A full description of the theoretical framework for these hypo¬ 
theses appears in Chapter II. 
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Findings 
The hypotheses are tested using a one-fifth sample (505 indivi¬ 
duals) of all veterans admitted to a VA hospital during fiscal year 1974. 
The description of the demographic characteristics of our sample can be 
found in Chapter IV. 
Hypothesis I: Admission to a Veterans Administration hospital 
varies inversely with the degree of integration 
to the social groups of which individuals form 
a part. 
The Chi-square test found this hypothesis to be significant at a 
level greater than .001. We found that marital status did make signifi¬ 
cant differences in the admission rates for veterans. Married persons 
were underrepresented in the hospitalized group while divorced persons 
were overrepresented. Veterans in the never married group were more like 
the married persons while widowed and separated were more similar to 
divorced persons. 
Hypothesis II: Recidivism varies inversely with the degree of 
integration of the social groups of which indi¬ 
viduals form a part. 
Marital status (social cohesion) did not produce significant 
differences in the recidivism rates of the veterans in our sample. How¬ 
ever, two findings lend some support to the hypothesis. First, 37.4 
percent of the divorced persons returned to the hospital; this group con¬ 
stitutes the highest recidivism category among marital statuses. Of the 
separated persons, 35.3 percent returned to the hospital, making them 
in the next largest category. Second, even though marital status made 
no significant differences in recidivism, we found a significant relation¬ 
ship between marital status and one's place of disposition. When a Chi- 
square test was performed on marital status and place of disposition, 
differences were significant at a level greater than .05. These data 
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seem to point to an important point: those who are within the least 
integrated marital bonds tend to remain under some type of protective 
care after disposition, while the married and never married persons tend 
to return to the community independent of further VA care. Therefore, 
those with least integrated marital bonds appear to be receiving some 
type of care which prevents their need to return to the institution. 
Cone!usions 
With a view of medicine as more than a mere physical and biologi¬ 
cal science, our study indicates that health and illness are affected by 
the social environments of the human organism. We have specifically 
looked at the relationship between one's marital status and illness. 
Marital status has a significant effect on admissions to a VA hospital. 
This supported our hypothesis and suggests that social cohesion may be 
an important social variable affecting all types of behavior. We found 
no significant relationship between marital status and one's return to 
the institution for care. Apparently, marital status plays the more 
important role in admissions for care, although the divorced and sepa¬ 
rated did have the highest percentage rates for recidivism. We found 
that marital status did affect one's place of disposition which may have, 
in turn, affected one's recidivism to the hospital. Because those with 
least integrated marital bonds tend to remain under VA care after dis¬ 
position, this may result in their having lower than expected recidivism 
rates. Thus, even though the Chi-square test showed no significant 
results, we feel that other support for the hypothesis lends some credit- 
ability to the relationship we had expected to find. 
On the surface, the Veterans Administration apparently is cons¬ 
cious of the affects social factors have upon illness. Probably the 
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understanding comes from the social workers who make their daily rounds 
with the doctors and who are aware of the problems faced by a great num¬ 
ber of patients. What I would have suggested to the Veterans Administra¬ 
tion is apparently taking place. Thus, those who are least integrated 
in a marital bond are receiving further care through other services pro¬ 
vided by the VA. This lowers recidivism and subsequently the institution's 
cost. When a patient who is ready to return home after his illness has 
no cohesive unit to which to return, the VA provides other alternatives 
which result in lower recidivism and ultimately lower cost for care. 
Perhaps without verbalizing their view the Veterans Administration per¬ 
sonnel have acted in agreement with the findings of this study--that ill¬ 
ness is not merely a physical and biological phenomenon but also a state 
strongly affected by one's social environment. 
Implications for Further Research 
Implications for two types of further research may be drawn from 
this study. First are implications for the extension of this study into 
other settings. These hypotheses have been tested within a unique setting 
composed of veterans admitted for hospital care. These hypotheses need 
to be tested in a community hospital on a sample of the larger population 
to see if the relationships found here are applicable on a larger societal 
level. A sample composed both of males and females would also be needed 
to assess differences by sex. Within the community hospital, where no 
means for follow-up care is provided, we might also find significant 
support for our hypothesis on recidivism, since they would not have an 
alternative for further care and must return to the community hospital. 
Also, a longer follow-up period might be t cessery to test the hypothesis. 
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Basically, the study needs to be carried out over a longer period of 
time in a community hospital with a sample composed of both males and 
females. 
The second set of implications are those which might apply to fur¬ 
ther research to be conducted at the VA Center in Dublin, Georgia. One 
possible area for further research would be the domiciliary. The domi¬ 
ciliary is composed of men who are physically well and need a place to 
live. These individuals are assigned duties to perform in their living 
quarters. After their duties are finished, the men are free to pursue 
individual goals and pleasures. It would be interesting to study the 
social characteristics of the men in order that we might know the type 
of individual we would expect to find there. Here again, I would expect 
marital status to be an important variable. It would also be interesting 
to note if the man had made a career of the service. 
Within the domiciliary section some stringent restrictions placed 
upon a researcher in the hospital section might not be imposed. The 
patients identity is not known within the hospital section, whereas 
within the domiciliary section the men might volunteer to participate 
in the study. This would lift some necessary restrictions which are 
imposed within the hospital section for the patients' protection. 
The administration and staff, especially the Social Work Section, 
would welcome a graduate student who would pursue a study which might 
be beneficial to both parties. I would suggest that other graduate stu¬ 
dents meet with the Director of Social Work to discuss possible projects 
for future research. 
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